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ABSTRACT
The present study was designed to extend the 
literature on assessing psychopathology in persons with 
mental retardation. The primary goal of the study was to 
evaluate the psychometric properties of the Diagnostic 
Assessment for the Severely Handicapped (DASH) , focusing on 
reliability issues. A secondary goal was to examine the 
prevalence of psychopathology and behavior problems in the 
severely handicapped. Subjects included 658
institutionalized adults with severe or profound mental 
retardation. Adequate reliability of DASH items and 
subscales, with a few notable exceptions, was obtained. 
Prevalence rates of various behavior disorders and symptoms 
of mental illness are presented. Practical implications of 
these findings and directions for future research are 
discussed.
INTRODUCTION
Mentally retarded persons are susceptible to the same 
range of behavior problems and emotional disorders found in 
persons without mental retardation (Matson & Barrett, 
1982b). However, few researchers have concerned themselves 
with the emotional development of mentally retarded persons 
as a group. In early studies, alarmingly high rates of 
mental illness in mentally retarded persons were reported 
(4-6 times rates in the general population; Penrose, 1962; 
Rutter, Tizard, Yule, Graham, & Whitmore, 1976). It was 
not until the last decade, however, that the high incidence 
and variety of psychopathology in persons with mental 
retardation received significant attention in the 
literature. In recent years, several large-scale national 
conferences have also begun to focus on mental illness in 
the mentally retarded (also called dual diagnosis). These 
include conferences sponsored by the National Institute of 
Mental Health, the American Association on Mental 
Retardation, and the National Association on the Dually 
Diagnosed (see Aman, 1991). Thus, there is growing 
awareness that dual diagnosis represents a significant 
problem in the mentally retarded population (Matson, 1984; 
Matson, Coe, Gardner, & Sovner, 1991; Reid, 1985; Reiss, 
1987; Reiss, 1989).
A concern that has repeatedly emerged both at national 
conferences and in the literature has been that clinical
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research has been hampered by the lack of uniform or 
adequate instruments for assessing psychopathology in 
mentally retarded persons (Aman, 1991). Standardized 
assessments provide a methodology for studying behavior 
patterns in large samples of mentally retarded individuals, 
investigating prevalence of dual diagnosis, and conducting 
epidemiological studies and other critical research. Thus, 
developing appropriate assessment measures represents an 
important initial step in the study of dual diagnosis. A 
second widespread concern has been the relative exclusion 
of persons with severe and profound mental retardation from 
dual diagnosis studies (Matson, Gardner, Coe, & Sovner, 
1991; Reid, 1980a). The most severely handicapped 
individuals have received little attention. The present 
study focused on these two important issues; it represented 
an attempt to extend the literature on assessing mental 
illness in persons with severe or profound mental 
retardation.
The goals of the present investigation were twofold. 
The primary purpose of the study was to evaluate the 
psychometric properties of the Diagnostic Assessment for 
the Severely Handicapped (DASH), focusing on reliability 
issues. At present, the DASH is the only rating scale 
developed to assess psychopathology in persons with severe 
or profound mental retardation (Matson, Gardner, Coe, & 
Sovner, 1991b). The secondary goal of the present study
was to examine the prevalence of behavior disorders and 
mental illness in the severely handicapped.
In the following pages, the literature on dual 
diagnosis will be reviewed. The review will focus on 
topics which have received the most attention in the dual 
diagnosis literature, including prevalence and the clinical 
presentation of specific psychiatric disorders. Although 
not a specific focus of the present investigation, 
etiological theories will also be reviewed. Also, although 
the existing literature is limited in volume, a brief 
discussion of assessment issues and the DASH will be 
included at the end of the review.
First, relevant terms are operationally defined. 
Second, the history of dual diagnosis is discussed. Third, 
a general overview of dual diagnosis and prevalence rates 
is presented. Fourth, etiological theories are summarized. 
Fifth, more detailed reviews of specific psychiatric 
disorders (e.g., mood disorders, anxiety disorders) are 
presented. Sixth, a brief discussion of assessment issues, 
focusing on the DASH (Matson et al, 19901b), is included. 
This review is followed by a brief integrative summary and 
a discussion of the purposes and rationale for the present 
investigation. Throughout these pages, psychopathology in 
persons with severe and profound mental retardation is 
highlighted, as this represented the focus of the present 
study.
LITERATURE REVIEW 
Definition of Mental Retardation 
Mental retardation is defined according to three 
criteria: 1) low intelligence (i.e., two standard deviations 
below the mean); 2)concurrent deficits in adaptive 
behavior; and 3)onset prior to 18 years of age (Grossman, 
1983). In addition, persons with mental retardation are 
typically classified according to the "level" of their 
intellectual impairments. Classification of level of 
mental retardation is based on IQ scores; levels include 
mild (IQ of 69-55), moderate (IQ of 54-40), severe (IQ of 
39-25) and profound mental retardation (IQ of 24 or lower, 
based on a Wechsler scale) . The term "severely 
handicapped" refers to the population of individuals with 
severe or profound mental retardation. "Developmental 
disabilities" include mental retardation, autism, and 
pervasive developmental disorder not otherwise specified 
(defined in DSM-III-R). Throughout the following pages, 
these terms are used according to the above operational 
definitions.
History of Dual Diagnosis 
There has been a strong link between mental illness 
and mental retardation throughout history. Prior to the 
17th century, no distinction was made between the two 
classes of disorders (Rosen, Clark, & Kivitz, 1976). Thus, 
the mentally retarded and the emotionally disturbed
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received the same treatments and stigma. The tendency to 
see these two conditions as a single disorder may have been 
due to apparent similarities between psychotic reactions 
and the behavior of the more severely mentally retarded 
(Beier, 1964). Nevertheless, differentiating mental 
retardation from mental illness gradually began to take 
place during the 19th century. Most classification systems 
came to distinguish between the two classes of disorders 
based on the presence or absence of the individual's 
potential for reasoning and complex thought (Lewis & 
MacLean, 1982). The presence of cognitive deficits has 
remained at the core of all subsequent definitions of 
mental retardation. Still, it was not until 1886 in 
England that a legal distinction was made between mental 
retardation and mental illness.
It was during the late 1800's that the first studies 
were published reporting the co-occurrence of emotional 
disturbances and mental retardation. Seguin (1866) 
reported several cases of psychotic, mentally retarded 
children. Greisinger (1867) described delusional insanity, 
mania, and melancholia in mentally retarded children. 
Similarly, the first reports of affective disorders in 
mentally retarded persons appeared during this period 
(Hurd, 1888; Clouston, 1883).
By 1900, most prominent professionals held the view 
that there existed some inherent link between mental
retardation and delinquency, crime, and other behavioral 
disorders (Fernald, 1908) . This view, coupled with the 
former theory that mental retardation was solely the result 
of genetic inheritance, led to a period of strict 
segregation and frequent sterilization of mentally retarded 
persons (Ollendick & Ollendick, 1982).
To counter this stigma, the 20th century has been 
marked by attempts of many health professionals to separate 
mental illness from mental retardation. These efforts were 
motivated by humanitarian issues (e.g., decreasing social 
stigma, sterilization, and institutionalization) and were 
probably necessary at first to compensate for the harshness 
of previous professional views. However, this separation 
has resulted in the tendency to view mental retardation and 
psychiatric disorders as non-overlapping conditions (Alford 
& Locke, 1984; Reiss, Levitan, & Szyszko, 1982; Szymanski 
& Grossman, 1984). At present, there is a sharp division 
between social and delivery services for the mentally ill 
and the mentally retarded (e.g., classroom placement for 
children, availability and types of psychological services, 
etc.). Thus, the tendency has been to ignore the social 
and emotional development of mentally retarded persons in 
order to treat cognitive/intellectual deficits. It is only 
in recent years that clinicians have begun to assert that 
these problems have been neglected and that emotionally
disturbed, mentally retarded people have the same rights to 
counseling and psychotherapy as the general population.
In the last decade, the first empirical studies of 
mood disorders, anxiety disorders, schizophrenia, 
somatoform disorders, psychosexual disorders, and eating 
disorders in mentally retarded persons were conducted 
(Matson, 1983a; Matson & Barrett, 1982a; Matson, Gardner, 
Coe, & Sovner, 1991; Pawlarczyk & Beckwith, 1987; Sevin & 
Matson, in press; Sovner & Pary, in press). Yet, despite 
reports of a broad range of emotional disorders in mentally 
retarded persons, many aspects of etiology, assessment, and 
treatment of psychopatho1ogy in this population are only 
now being investigated. The following sections will review 
studies on the prevalence of dual diagnosis and summarize 
current etiological theories.
Overview of Prevalence
The study of psychopathology in mentally retarded 
persons becomes increasingly important in light of the 
existing prevalence data. Virtually every researcher 
examining prevalence has reported greater rates of 
psychiatric disorders in mentally retarded persons than in 
the general population (Lewis & MacLean, 1982). In the 
following studies, diagnosis of emotional disorders were 
made according to the standard psychiatric manuals in use 
at the time. Most early prevalence studies were conducted 
in institutional settings. Penrose (1938) in a study of
1,280 cases of mental retardation reported 132 cases of 
psychoneuroses and perversions, 48 cases of schizophrenia, 
and 24 cases of affective psychoses. Pollock (1944) 
reported that of 444 mentally retarded persons in New York 
state hospitals, approximately 40 per cent had experienced 
one or more transient psychotic episodes. Also, 
approximately 18 per cent of this sample was diagnosed as 
schizophrenic. In a population of newly or readmitted 
patients in a state institution, Neuer (1947) identified 7 
cases of manic-depressive psychoses and 39 cases classified 
as neurotic, characterized by restlessness, anxiety, 
enuresis, and compulsive behavior. The presence of 
psychopathology probably increases the likelihood that a 
mentally retarded person will be institutionalized (Lewis 
& MacLean, 1982; Saenger, 1960). In addition,
institutionalization itself may contribute to emotional 
disturbances and maladaptive behavior. Therefore, the 
above rates are not generalizable to the larger non­
institutionalized mentally retarded population.
Investigating very different populations, Dewan (1948) 
and Weaver (1946) examined army recruits and draftees who 
were mentally retarded. Dewan (1948) reported that of 
Canadian Army recruits diagnosed as mentally retarded, 47 
per cent were judged "emotionally unstable." Only 20 per 
cent of a non-retarded control group were found to be 
emotionally unstable. Also, Weaver (1946) reported that of
8,000 wartime soldiers with IQ's less than 75, 47 per cent 
of the males and 38 per cent of the females were discharged 
for emotional disorders. These two studies are of 
particular interest due to their uses of large, non­
institutionalized adult samples. However, the samples 
consisted entirely of adults with borderline or mild mental 
retardation.
Szymanski (1977) found emotional disturbances in 54 
per cent of 132 children referred to a pediatric clinic for 
the developmentally disabled. Chazan (1964) studied mildly 
mentally retarded children in an educational setting and 
found rates of emotional disturbances to be twice as great 
as rates in a control group of children in normal classes. 
Chess and Hassibi (1970) , studying 52 non-institutionalized 
children from middle-class families, reported 13 cases of 
reactive behavior disorders, 1 case of psychosis, 1 case of 
neurosis, and 11 cases exhibiting signs of cerebral 
disfunction. These studies all depict higher rates of 
psychopathology in mentally retarded children.
Philips and Williams (1975) evaluated the records of 
100 mentally retarded children referred to a psychiatric 
clinic. Thirty-eight per cent of these children were 
diagnosed as psychotic and exhibited "autistic, mute, or 
disturbed communication; severely disorganized behavior 
with self-abusive, uncontrolled outbursts; and distorted 
interpersonal relationships." Of the 62 non-psychotic
10
children, 49 were classified as having other behavioral or 
personality disorders. Major problems noted by parents 
fell into three categories: 1) aggression (44%), 2) poor 
social relations (43%), and 3) developmental lags (44%).
Koller and colleagues, studying 192 mentally retarded 
persons, made the first attempt at gathering prevalence 
data across the life span (Koller et al, 1983) . In a study 
of a 5-year birth cohort, mentally retarded young adults 
and their parents were interviewed to assess behavioral 
disorders during distinct periods over the first 22 years 
of life. Approximately 60 per cent of these persons had 
suffered from some emotional disturbance in each age-period 
assessed. Emotional disturbances were most frequent among 
females in post-school periods. Antisocial behavior was 
more common in males both in childhood and post-school 
periods.
Finally, the Isle of Wight studies furnished some of 
the best available data on prevalence of emotional 
disorders in mentally retarded persons (Rutter, 1971; 
Rutter, Tizard, & Whitmore, 1970; Rutter, Tizard, Yule, 
Graham, & Whitmore, 1976). Subjects included 2199 mentally 
retarded children in a 9-11 year old cohort. Thirty per 
cent were rated as emotionally disturbed by parents; 42 per 
cent were rated as disturbed by teachers. These findings 
were 5 to 6 times the rate of emotional disturbances for a 
randomly selected control group. In a subgroup of severely
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and profoundly mentally retarded children, 50 per cent were 
diagnosed as emotionally disturbed compared to only 7 per 
cent in the general population. Diagnosis was determined 
by clinical observation and parent interviews. These 
studies are noteworthy for their use of multiple assessment 
methods, non-retarded control groups, and severely and 
profoundly mentally retarded persons.
From existing studies it is impossible to assess the 
prevalence of psychiatric disorders in the mentally 
retarded population with any great precision. Most of the 
studies reviewed suffer from methodological or design 
flaws. First, as noted, because emotional disturbances may 
play a role in the decision for institutionalization, rates 
of psychopathology found in institutionalized populations 
probably exceed those in non-institutionalized populations. 
In fact, identification of mental retardation, especially 
milder degrees, is probably more likely to occur in the 
presence of behavioral disturbances (Lewis & MacLean, 
1982). Second, different results can be attributed to 
different emphases in previous studies and differences in 
the diagnostic criteria utilized, many of which are 
currently considered obsolete. Furthermore, few large 
scale studies of the prevalence of dual diagnosis were 
conducted subsequent to the inception of DSM-III-R (see 
Reiss, 1990). Third, with the possible exception of the 
Isle of Wight studies, methods of assessing psychiatric
disorders were global in nature, relying on general 
clinical impressions. In most cases, the diagnostic 
process was not described. When rating scales were used, 
reliability and validity of assessments and diagnoses were 
generally not examined. This speaks to the issue of the 
importance of developing standardized methods of assessing 
dual diagnosis. Fourth, broad, nonspecific descriptions of 
clinical samples make it impossible to differentiate the 
prevalence of disorders in mildly retarded individuals vs. 
individuals with more severe intellectual impairments. In 
fact, most studies included only subjects with mild mental 
retardation. The absence of studies focusing on 
psychopathology in more severely impaired individuals is 
noteworthy and represents an important gap in the 
literature.
Nevertheless, several findings appear consistent 
across the above studies. First, at least some forms of 
psychopathology occur more frequently in the mentally 
retarded population than in the general population. 
Secondly, a broad range of emotional disturbances found in 
the general population are also found in mentally retarded 
persons. Third, psychiatric disorders are found in 
individuals with all levels of mental retardation, although 
few studies have focused primarily on severely and 
profoundly mentally retarded persons. Fourth, at least in 
persons with mild retardation, the constellation of
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pathological behaviors evinced are similar to those 
exhibited by non-retarded, emotionally disturbed 
individuals (described in more detail in following 
sections). However, the degree to which clinical
presentations of disorders change as a function of 
intelligence is unclear. Several authors have suggested 
that there may be important differences in the clinical 
presentation of mental illness in the severely mentally 
retarded (Matson & Barrett, 1982b; Reid, 1976; Sovner & 
Hurley, 1983).
Etiological Theories 
Several etiological models of mental illness in 
mentally retarded persons have been offered (Matson & 
Frame, 1985). Most current etiological theories simply 
represent extensions of the traditional theories applied to 
the non-retarded population. Yet while these theories have 
been thoroughly investigated in relation to the general 
population, their usefulness with mentally retarded 
individuals remains a subject of debate. It is possible 
that traditional theories apply equally well to mentally 
retarded persons. However, even if similar etiological 
factors play a role, the specific course of events leading 
to psychiatric illness may be different in mentally 




Organic models emphasize physiological, biological, 
and genetic factors as potential causes of psychological 
disturbance. Most cases of severe and profound mental 
retardation are associated with structural brain 
abnormalities (Crome & Stern, 1972). Organic problems are 
also present in many cases of mild mental retardation 
(Bregman & Hodapp, 1991; Baumeister & MacLean, 1979). Reid 
(1985) notes that brain damage has effects on behavior, 
personality, affect, language, and sensory functioning to 
varying degrees, depending on the site of damage and 
developmental period during which damage was sustained. 
Donaldson and Menolascino (1977) reported strong 
associations between CNS dysfunction and childhood 
psychoses in mentally retarded individuals. Towbin (1989) 
has suggested that dual diagnosis may result in part from 
fetal-neonatal hypoxic cerebral cortical damage. Also, 
Rutter (1971) found psychiatric disorders to be more common 
in mentally retarded children with neurological 
abnormalities than in mentally retarded children without 
such abnormalities.
A few studies have focused on genetic determinants. 
Some authors have hypothesized links between genetic 
syndromes and specific behavior patterns (Critchley & Earl, 
1932; Reid, 1980b). However, most studies have been 
inconclusive (Reid, 1985; Sovner & Pary, in press).
Epilepsy has also been investigated in relation to 
psychopathology in mentally retarded persons (Reid, 1985). 
The prevalence of epilepsy in the mentally retarded 
population is much greater than in the general population; 
prevalence increases dramatically as IQ decreases (Corbett 
& Harris, 1974; Corbett, Harris, & Robinson, 1975). Eyman, 
Moore, Capes, and Zachofsky (1970), in a study of mentally 
retarded persons in three hospitals, reported that 
psychiatric disorders were more common in patients with a 
history of seizures. Also, in the Isle of Wight studies, 
Rutter, Graham, and Yule (1970) found behavior disturbances 
in approximately one third of non-retarded children with 
epilepsy but in 58 per cent of mentally retarded children 
with epilepsy. From these correlational analyses, some 
authors have assumed that epilepsy predisposes mentally 
retarded individuals to various emotional disorders. 
However, it is also possible that a third factor such as 
birth trauma or congenital neurological problems predispose 
individuals to both epilepsy and dual diagnosis. Causal 
relationships have not been established.
Organic models of dual diagnosis have important 
implications with respect to prevalence of emotional 
disorders in mentally retarded persons. If organic 
theories are valid and if biological factors reflect the 
primary causes of dual diagnosis, one might expect 
psychopathology to be more prevalent in subpopulations of
16
mentally retarded persons with greater organic impairments. 
Because a greater percentage of severely and profoundly 
mentally retarded individuals suffer from organic 
abnormalities, these individuals might be expected to 
exhibit greater psychopathology. More studies examining 
prevalence rates of psychopathology as a function of 
organicity are needed.
Behavioral Models
Behavioral models of psychopathology have also been 
applied to mentally retarded persons. According to these 
models, the behavioral repertoire of an individual develops 
through complex interactions between the individual and his 
environment. All behavior, including deviant behavior, is 
learned according to the same principles. Thus, 
environmental contingencies which contribute to the 
maintenance of pathological behaviors are primary targets 
of intervention.
According to Bijou (1966), there are four possible 
explanations for the deviant behavior of the mentally 
retarded person. First, insufficient reinforcement from 
the environment may prevent the individual from acquiring 
a behavioral repertoire adequate for dealing with everyday 
tasks. Second, inappropriate punishment may modify 
adaptive behavior and increase avoidance behavior. Third, 
deviant response sets may develop as a result of contingent 
reinforcement. Fourth, physiological or anatomical
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abnormalities may alter stimulus or response functions, 
with adverse effects on the stimulus-response relationship. 
It is likely that all of these factors play a role in the 
etiology of psychopathology.
A specific behavioral model recently applied to 
depression in the mentally retarded is Seligman's (1975) 
learned helplessness theory (DeVellis, 1977; Floor & Rosen, 
1975; Weisz, 1979). Repeated failure experiences are said 
to result in increased maladaptive withdrawal, even in 
situations that under normal circumstances would result in 
reinforcement. Zeaman and House (1963) found that mentally 
retarded children were unable to solve problems they had 
completed prior to the introduction of a prolonged failure 
paradigm. Other initial studies have given some support to 
this theory (Raber & Weisz, 1981; DeVellis, 1977) . Weisz 
(1982) has recently provided a more detailed review of 
these ideas. However, depressed mentally retarded persons 
constitute only a subpopulation of emotionally disturbed 
mentally retarded persons. Thus, even assuming that this 
theoretical formulation would prove to be accurate, a more 
broad-based theory is needed.
Sociocultural Theories
Other theorists emphasize sociocultural variables in 
the etiology of dual diagnosis. Reiss and Benson (1984) 
have noted that persons with mental retardation are often 
exposed to excessive amounts of negative social
18
experiences. Social rejection, infantilization,
segregation, restricted opportunities, and the stigmatizing 
effects of being labelled are among these experiences. 
Furthermore, many mentally retarded individuals are aware 
of and able to articulate these negative social realities 
(Reiss St Benson, 1984) . It is reasonable to assume that 
prolonged exposure to negative social conditions may 
adversely affect one's mental health.
Deinstitutionalization is another sociocultural issue 
relevant to the emotional and social development of 
mentally retarded persons. Hospitalization is perceived as 
a debilitating force for mentally retarded persons (White 
& Wolfensberger, 1969). In fact, some aberrant behaviors 
may develop in part as a result understimulation, peers who 
model inappropriate behaviors, or maladaptive
reinforcement contingencies associated with inpatient 
settings. Thus, deinstitutionalization has become the 
trend of mental health facilities in order to allow 
individuals to live as normal a life as possible. However, 
it is important to address the difficulties encountered by 
the person leaving the institution.
The newly released patient encounters many new and 
complex challenges due to the sudden lack of structure. 
He/she encounters a range of new stressors which may 
precipitate emotional disorders. For example, in many 
instances there is resistance by community members to the
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mentally handicapped (Matson, 1984). Also, in a review of
relevant studies, Emerson (1985) reported:
Retarded persons living in the community still 
interact mainly with other handicapped persons or 
paid staff, experience loneliness as a considerable 
problem, continue to be excluded from the labor force, 
experience little autonomy, spend endless hours in 
useless activity, and have little experience of 
everyday aspects of community living.
Similarly, Rosen, Floor, and Baxter (1971) observed
five major personality and behavior problems in discharged
mentally retarded persons. These were: 1)low self-esteem;
2)learned helplessness; 3)acquiescence; 4)socially
inappropriate behavior; and 5)sexual inadequacies. It is
possible that many persons are being discharged from
institutions without the social and adaptive skills
necessary to cope with the new challenges of community
life. Thus, without proper psychological support,
deinstitutionalization itself may contribute to
psychopathology. Rosen et al, (1971) have stressed the
importance of increasing the emphasis on socialization and
interpersonal relationships within the institution to
adequately prepare inpatients for the outside.
Reverse Causality Model
To account for the higher prevalence of
psychopathology among mentally retarded persons, most of
the above theories assume mental retardation predisposes
individuals to developing emotional disorders. Russell and
Tanguay (1981) offer an alternative theory relevant to
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schizophrenia and mental retardation. The authors 
postulate that chronic psychotic symptoms, which manifest 
at critical developmental stages and persist, may result in 
chronic depression of intellectual performance. In 
contrast, acute psychotic symptoms may only temporarily 
affect intellectual performance and adaptive behavior. 
Empirical evaluation of this theory is needed.
Thus, in reviewing the literature, a host of 
conditions and factors have been postulated to be 
associated with psychopathology in mentally retarded 
persons. Biological conditions such as structural brain 
abnormalities, genetic abnormalities, and epilepsy may all 
contribute to emotional disturbances. It is also likely 
that external agents such as maternal nutrition, drugs, 
infections, and birth injury may lead to cerebral defect, 
influencing psychopathology (Ollendick & Ollendick, 1982). 
Sociocultural and environmental factors associated with 
behavior disorders have also been reported. All three sets 
of variables may play a role in emotional disturbances 
(Matson, 1985). However, in most cases, the precise 
relationship between psychopathology and associated 
variables is unclear. A greater understanding of 
etiological factors and correlates of emotional 
disturbances may be instrumental in designing comprehensive 
treatment packages.
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Having reviewed general prevalence rates and 
etiological theories, the following section now presents 
more detailed reviews of specific psychiatric and behavior 
disorders in mentally retarded persons.
Specific Psychiatric Disorders
Mood Disorders
Definition. Mood disorders are behavioral syndromes 
characterized by abnormal episodes of elation or depression 
of affect or mood. Associated features include somatic 
complaints, suicidal ideation, irritability, poor 
concentration, weight loss or gain, and sleep disturbances 
(Akiskal & McKinney, 1975; APA, 1987).
The DSM-III-R (APA, 1987) makes a primary distinction 
between major depression and bipolar disorder. Major 
depression is characterized by one or more periods of 
depression without a history of manic or hypomanic 
episodes. In bipolar disorder, one or more episodes of 
mania occur, usually accompanied by episodes of major 
depression. In addition to these two major diagnostic 
categories, dysthymia is characterized by a partial 
affective syndrome lasting at least two years in duration 
where depressive episodes are of insufficient severity or 
duration to meet criteria for Major Depressive Disorder. 
Also, a diagnosis of cyclothymia is made where there is a 
partial affective syndrome, including both episodes of 
hypomania and depression, for at least two years.
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The diagnosis of depression in mentally retarded 
persons has relied almost entirely upon systems of 
classification developed for persons without mental 
retardation.
Diagnosis and Clinical Presentation. Diagnosing mood 
disorders entails several problems specific to persons with 
mental retardation. First, as noted above, all current 
conceptualizations of mood disorders were developed from 
the normal-IQ population and may not always be applicable 
to individuals with developmentally delayed individuals. 
Although major depression and bipolar disorder are 
frequently reported in mentally retarded individuals, the 
occurrence of cyclothymic and dysthymic disorders in the 
mentally retarded has been disputed (Sevin & Matson, in 
press). Second, depression is frequently overlooked in 
mentally retarded persons since depressive symptoms, such 
as lowered activity levels and withdrawal behavior, may 
make these persons less of a management problem (Hasan & 
Mooney, 1979). Aggression and other acting out behaviors 
are more likely to be perceived as problematic. Third, 
emotional disorders are frequently overlooked in favor of 
more evident intellectual impairments, a tendency detected 
in empirical studies and referred to as diagnostic 
overshadowing (Reiss & Szyszko, 1983). Fourth, some 
maladaptive behaviors (e.g. poor concentration) may be due 
to developmental delays rather than emotional disorders and
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may not be helpful in the differential diagnosis of mood 
disorders in mentally retarded persons (Matson, 1983b). 
The necessity of taking developmental factors into 
consideration further complicates diagnosis.
Despite these diagnostic problems, bipolar and major 
depressive disorder have been diagnosed in persons with all 
levels of mental retardation (Sovner & Hurley, 1983). Many 
of the behavioral symptoms of mood disorders in mentally 
retarded persons appear to be very similar to symptoms in 
the intellectually unimpaired (Hasan & Mooney, 1979; 
Rivinus & Harmatz, 1979; Reid, 1985). During manic phases 
in bipolar disorder, mentally retarded clients often appear 
excited (e.g. elevated affect, increased vocalizations) or 
irritable (e.g. short-tempered, impulsive, fidgety). 
Increased motor activity is also common (e.g. incessant 
talking or pacing). Decreased need for sleep and decreased 
appetite may also occur. Flight of ideas may be detected 
in verbal clients.
Most behavioral symptoms exhibited by non-retarded 
persons with major depression also occur in depressed 
mentally retarded individuals (Matson, 1982a; Pawlarcyzk & 
Beckwith, 1987) . Depressive symptoms may include negative 
self-statements, feelings of worthlessness, increased 
speech latency, flat affect, atypical/poor speech quality 
(both number of verbalizations and articulation) , decreased 
eye contact, somatic complaints, decreased energy, suicide
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statements, preoccupation with death, unusual weight loss, 
insomnia, and social withdrawal (Matson, 1982b; Frame, 
Matson, Sonis, Fialkov, & Kazdin, 1982) . Although all of 
these symptoms should be considered in differential 
diagnosis, feelings of worthlessness, weight or appetite 
disturbances, dysphoric mood, sleep disorders, psychomotor 
retardation, and anhedonia are the most frequently noted 
symptoms in mentally retarded depressives (Pawlarcyzk & 
Beckwith, 1987). In diagnosing persons with severe or
profound mental retardation, clinicians may have to rely 
more on patterns of vegetative functioning (Sovner & 
Hurley, 1983).
Major depression has been reported in persons with 
mental retardation who range from 16 to 70 years of age, 
and there is some indication that depression occurs more 
frequently in mentally retarded females than males 
(Pawlarcyzk & Beckwith, 1987). Several authors have 
commented on the general applicability of DSM-III-R 
criteria in diagnosis (Sovner & Hurley, 1983; Rivinus & 
Harmatz, 1979). However, current taxonomic systems are 
probably less suitable for persons with severe intellectual 
impairments (Aman, 1991; Reid, 1980a).
Diagnosis is complicated by numerous additional 
confounds. Many of the most characteristic symptoms of 
depression can only be detected if the client is verbal 
(e.g., feelings of hopelessness, negative self-statements,
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etc.)* Severely and profoundly retarded clients, some of 
whom are autistic, often have limited interests. Low 
activity levels can be due to motor problems as well as 
depression. Thus, although a few studies have reported 
that mood disorders are less prevalent in the severely and 
profoundly retarded, it is possible that lower rates are 
simply a function of measurement problems and the confounds 
noted above (Reid, 1980; Reid, Swanson, Jain, Spowart, & 
Wright, 1987; Sovner & Hurley, 1983). These and other 
problems associated with studying the severely and 
profoundly retarded may account in part for the relative 
dearth of dual diagnosis studies with this population.
Prevalence. Reports of prevalence estimates of mood 
disorders in the mentally retarded have generally ranged 
from 2-15% (Matson & Sevin, 1988; Sovner & Hurley, 1983). 
It can be tentatively concluded that prevalence rates of 
mood disorders in the mentally retarded approach rates 
evident in the nonretarded (James & Snaith, 1979), with 
affective symptoms becoming less typical in the severely 
handicapped (Linaker & Nitter, 1990; Lund, 1985; Reiss,
1982). No studies have specifically focused on mood 
disorders in persons with severe or profound mental 
retardation.
Phobic Disorders
Definition. Phobic disorders are characterized by 
intense anxiety reactions triggered by specific objects,
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situations, or events. Anxiety reactions are disruptive to 
the individual and are out of proportion to the degree of 
threat posed by the feared stimulus. Exposure to the 
phobic stimuli almost invariably provokes an immediate 
anxiety response. Marked anticipatory anxiety of feared 
stimuli is also typical. Removal of the feared stimuli may 
result in rapid return to normal levels of arousal.
The DSM-III—R (APA, 1987) distinguishes three types of 
phobic disorders. In agoraphobia, the essential feature is 
persistent irrational fear of being alone or in places from 
which escape might be difficult or help not available. 
Social phobia is characterized by marked fear of social 
situations in which one might do something humiliating or 
embarrassing while under the scrutiny of others. Simple 
phobias involve excessive fear of circumscribed objects or 
situations not covered in the first two categories. With 
all three types of phobias, avoidance behavior of the 
feared stimulus is common. Persistent attempts to avoid 
phobic stimuli may be severely debilitating to normal daily 
functioning.
Diagnosis and Clinical Presentation. Early
researchers suggested that there is nothing distinctive 
about signs or types of phobias in mentally retarded 
persons compared to phobias in the general population 
(Ollendick & Ollendick, 1982). Behavioral and 
physiological manifestations of anxiety including
trembling, rapid pulse and breathing, restlessness, 
difficulty concentrating, avoidance of the feared stimuli, 
and self-statements of fear are all common in mentally 
retarded phobic individuals (Freeman, Roy, & Hemmick, 1976; 
Luiselli, 1977; Matson, 1981a; Matson, 1981b; Peck, 1977). 
Pathological fears of animals, insects, heights, darkness, 
being alone, going out alone, travelling on buses, and 
others have all been identified in persons with mental 
retardation (Novosel, 1984). Thus, it appears that the 
full range of phobias, simple, social, and agoraphobia, 
also occur in persons with intellectual impairments (Duff, 
La Rocca, Lizzet, Martin, Pearce, Williams, & Peck, 1981; 
Jackson, 1983; Ollendick & Ollendick, 1982; Sevin & Matson, 
in press).
Despite these findings, phobic disorders in the 
mentally retarded typically go undiagnosed. Several 
authors suggest that there has been a tendency to overlook 
phobias in mentally retarded persons in favor of more 
evident intellectual impairments (Alford & Locke, 1984; 
Reiss et al, 1982). Avoidance behavior is more likely to 
be labelled noncompliance than to be interpreted as 
associated with anxiety.
Prevalence. Early estimates of prevalence of phobias 
in mentally retarded persons ranged from 10-33% (Craft, 
1959; Neuer, 1947; Penrose, 1938; Richardson et al, 
1979) . Novosel (1984) reported higher rates (59%) in adult
mentally retarded inpatients, with common phobias including 
fear of being alone in a house, fear of going outdoors 
alone, and simple phobias. Phobias occurred at roughly 
equal rates in males and females and were the most common 
symptom of psychopathology. Linaker and Nitter (1990), 
also studying an inpatient sample, reported similar rates 
in subjects with severe or profound mental retardation (56 
cases of anxiety disorders in 109 clients). Ollendick and 
Ollendick (1982) concluded the following about prevalence 
of anxiety disorders: 1)anxiety, at least in its general 
pervasive form, is more prevalent in the mentally retarded 
than in the non-retarded population; 2) anxiety is typically 
observed earlier in the severely retarded than in the 
mildly retarded; and 3)no sex differences in prevalence 
have been found.
Schizophrenia
Definition. According to DSM-III-R, schizophrenia 
involves disturbances in several different processes 
including: content and form of thought, perception, affect, 
sense of self, volition, impaired interpersonal 
functioning, and psychomotor behavior. Symptoms
characterizing schizophrenia include delusions, 
hallucinations, and marked loosening of associations, 
accompanied by deterioration from previous level of 
functioning. Schizophrenia may also include a residual or 
prodromal phase characterized by social withdrawal,
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impairment in role functioning, impairment in personal 
hygiene, blunted or inappropriate affect, disturbances in 
communication, bizarre ideation, and unusual perceptual 
experiences. Diagnosis of schizophrenia requires that 
continuous signs of illness last at least six months. DSM- 
III-R also distinguishes between disorganized, paranoid, 
catatonic, undifferentiated, and residual types of 
schizophrenia.
Diagnosis and Clinical Presentation. Schizophrenia 
was among the first emotional disorders identified in 
persons with mental retardation (Penrose, 1938; Pollock, 
1944) . Psychotic symptoms have frequently been reported in 
mentally retarded individuals (Sarason & Gladwin, 1958). 
However, most of what has been written is anecdotal, and a 
coherent picture of psychoses in mentally retarded persons 
is difficult to construct. Early studies, taken together, 
lack uniform usage of terminology. They seldom 
distinguished between subcategories of severe developmental 
and psychotic disorders (Romanczyk & Kistner, 1982). 
Furthermore, diagnosis has been complicated by different 
emphases on etiological factors and unwarranted 
expectat ions of homogeneity of etiology or pathogenesis 
(Beier, 1964).
Most symptoms characterizing schizophrenia in non­
retarded persons have been observed in mentally retarded 
schizophrenics. Delusions and hallucinations are common in
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verbal clients (Doria, 1964; Wolfensburger, 1960).
Inappropriate affect, hallucinatory phenomena, and bizarre 
rituals may all be exhibited by patients at various levels 
of mental retardation.
Sarason and Giadwin (1958) have described signs of 
deterioration (e.g. speech fades, toilet habits are lost), 
catatonia (including catalepsy, automatic obedience, and 
muscular catatonia), and emotional dissociation (including 
mood variability and impulsiveness) in schizophrenic 
mentally retarded persons. Clinical presentation of 
schizophrenia may be similar in mildly mentally retarded 
and non-retarded populations, making diagnosis easier; 
paranoid, disorganized, and catatonic schizophrenia have 
all been described in mildly retarded individuals. 
Relevant to discussions of mental illness in the severely 
mentally retarded, Reid (1972; 1980a) reported that
diagnosis is more difficult in the severely mentally 
handicapped due to speech deficits and lower levels of 
intellectual functioning.
Prevalence. Prevalence reports of schizophrenia in 
mentally retarded inpatients have generally ranged from 3- 
7% (Menolascino, 1965; Penrose, 1954; Russell & Tanguay,
1981). Examining community residents, Menolascino and 
Swanson (1982) reported that 20.4% of 115 emotionally 
disturbed, mentally retarded persons were schizophrenic. 
Also, Angus (1948) reported that 28 per cent of 150
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admissions to the Devereaux School were schizophrenic. 
Finally, Linaker and Nitter (1990), studying a sample of 84 
severely and 25 profoundly mentally retarded persons, 
reported 34 cases of schizophrenia. However, all 34 
clients had severe mental retardation; no cases of 
profoundly mentally retarded schizophrenics were found. 
Psvchosexual Disorders
Definition. The DSM-III-R describes three types of 
psychosexual disorders. These include disorders of gender 
identity, psychosexual dysfunctions, and paraphilias. 
Paraphilias are manifested by sexual urges generally 
involving nonhuman objects, suffering or humiliation, or 
children or other nonconsenting persons.
Diagnosis and Clinical Presentation. Morganstern 
(1973) found that persons with mental retardation generally 
had a more naive and restricted interest in sex, with less 
focus on sexual intercourse. Public masturbation is 
probably the most frequently reported sexually deviant 
behavior in the mentally retarded population. Very little 
appears in the literature on psychosexual disorders in 
mentally retarded persons. Of the many psychosexual 
disorders listed in DSM-III-R, only a few of the 
paraphilias, namely exhibitionism, voyeurism, and 
pedophilia, have been reported to occur in the mentally 
retarded. No studies were found dealing with gender 
identity disorders or psychosexual dysfunctions. Several
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authors have noted that many psychosexual disorders in the 
mentally retarded may be due simply to ignorance and lack 
of training in appropriate sexual behavior (Craft & Craft, 
1981; Mitchell, 1985).
Prevalence. In general, most findings do not support 
an overrepresentation of mentally retarded persons among 
sex offenders. Mohr, Turner, and Jerry (1964),
investigating a sample of pedophiles and exhibitionists at 
a forensic clinic in Toronto, found that only 4% of the 
pedophiles and 3% of the exhibitionists had IQ's below 79. 
MacDonald (1973), in a review of the literature on the 
intellectual levels of exhibitionists, found rates of 
mental retardation varied in different studies from 2% 
(Taylor, 1947) to 16% (East, 1924). The majority of other 
studies indicate similar rates (Christie, Marshall, & 
Lanthier, 1977; MacDonald, 1973; Mohr, et al, 1964). There 
are currently no empirical studies of the prevalence of 
paraphilias in the mentally retarded population (Myers, 
1991).
Eating Disorders
Eating disorders in the mentally retarded have 
received little attention in the literature; they have been 
conspicuously excluded from most general studies of the 
prevalence of dual diagnosis. Pica, repeated eating of 
non-nutritive substances, is probably the most common 
eating disorder in mentally retarded individuals, occurring
in approximately 25% of institutionalized persons (Danford, 
Smith, & Huber, 1982). Rumination is also a common 
problem, with prevalence rates ranging from 6-9% for the 
mentally retarded population (Davis & Cuvo, 1980; McKeegan, 
Estill, & Campbell, 1987). Rates are generally higher in 
the severely handicapped, and may occur in as many as 22% 
of profoundly mentally retarded individuals (Singh, 1981). 
In addition, a few cases of mentally retarded individuals 
with anorexia nervosa have been reported (e.g., Fox, Karan, 
& Rotatori, 1981; Hurley & Sovner, 1979; Szymanski & 
Biederman, 1984). However, prevalence rates for anorexia 
in this population have not been systematically estimated. 
Given the prevalence of eating disorders, especially pica 
and rumination, in the mentally retarded, more research on 
these problems is warranted.
Other Behavior Disorders
Several aberrant behaviors, including self-injury, 
stereotypies, and aggression, occur at higher rates in the 
mentally retarded population than in the general 
population. Self-injurious behaviors (SIB) are repetitive 
acts that result in direct physical harm to the persons 
exhibiting them (Baumeister & Rollings, 1976). Estimates 
of the prevalence of SIB among mentally retarded persons 
range from 7% to 22%, with SIB being more common in persons 
with severe and profound mental retardation (Griffin, 
Williams, Stark, Altmeyer, & Mason, 1986; Hill, Balow, &
Bruininks, 1985; Maisto, Baumeister, & Maisto, 1978; 
Schroeder, Schroeder, Smith, & Dalldorf, 1978; Smeets,
1971; Soule & O'Brien, 1974). Types of SIB frequently 
reported are biting, hitting, head banging, hair pulling, 
and scratching, though marked individual differences are 
observed with regard to topography, severity, frequency, 
and duration. In some cases, SIB may have severe effects, 
including extensive tissue damage, amputations, fractures, 
and death Baumeister & Rollings, 1976; Mikkelsen, 1986; 
Nyhan, 1976).
Stereotyped behaviors are repetitive motor acts that 
serve no apparent adaptive function (Lewis & Baumeister,
1982) . Estimates of the prevalence of stereotypies among 
the mentally retarded range from 34% to 67% in institutions 
and 12% to 47% in home settings (Berkson & Davenport, 1962; 
Dura, Mulick, & Rasnake, 1987; Eyman, & Call, 1977; Reid, 
Ballinger, Heather, & Melvin, 1984). Like self-injury, 
stereotypies are more prevalent in the severely 
handicapped. Body rocking, hand and foot waving, head 
rolling, and stereotyped object manipulation are among the 
most frequently reported stereotyped behaviors in mentally 
retarded persons. These behaviors are important focuses of 
treatment because they may be troubling to others, 
resulting in reduced social interactions. Stereotypies may 
also interfere with learning and with more appropriate 
forms of behaviors (Berkson & Davenport, 1962).
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Aggression is one of the most frequently reported 
maladaptive behaviors exhibited by persons with mental 
retardation. Estimates of the prevalence of aggression in 
the institutionalized mentally retarded range from 30 to 
55% (Eyman & Call, 1977; Griffin, Williams, Stark, 
Altmeyer, & Mason, 1986; Hill, Balow, & Bruininks, 1985). 
Aggression is one of the primary reasons why persons with 
mental retardation are reinstitutionalized after discharge 
(Lakin, Hill Hauber, Bruininks, & Heal, 1983).
These aberrant behaviors have been an important focus 
in the mental retardation literature for decades. However, 
no studies have investigated relationships between these 
behaviors and classical forms of mental illness. In fact, 
the presence of these very salient problems may result in 
diagnostic overshadowing, decreasing the likelihood that 
mental illness is diagnosed.
Assessment/The DASH Scale
As noted above, diagnosing mental illness in the 
mentally retarded entails considerable challenges. 
Moreover, there are additional difficulties associated with 
assessing psychopathology in severely and profoundly 
retarded individuals. First, these clients usually have 
severely limited verbal skills. Thus, utilization of self- 
report data or behavioral interviews with clients is often 
impossible (Matson & Barrett, 1982a). Second, physical
handicaps often affect motility patterns, making loss of
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energy, changes in activity levels, patterns of avoidance 
behavior, etc. more difficult to assess. Third, as noted, 
aberrant behaviors such as aggression, stereotypies, and 
self-injurious behavior are more prevalent in the severe 
and profound population. It is likely that these salient, 
easily identifiable behavior problems contribute to 
diagnostic overshadowing, increasing the likelihood that 
emotional disorders are missed. Given these problems, 
standardized instruments for assessing psychopathology in 
the severely and profoundly mentally retarded are needed.
TABLE 1
Frequency. Duration, and Severity Ratings/DASH
F = How often has this behavior occurred during the last 
two weeks?
0 = Not at all.
1 = Between 1 and 10 times.
2 = More than 10 times.
Du = How long has this behavior been occurring for?
0 = Less than 1 month.
1 = 1 to 12 months.
2 = Over 12 months.
Sv = How serious has this behavior been during the last 2 
weeks?
0 = This behavior has caused no disruptions or damages.
1 = This behavior has caused no damages but has interrupted
the activities of peers, family, or staff members at 
least once.
2 = This behavior has caused injury or property damage at
least once.
One such recently developed instrument is the 
Diagnostic Assessment for the Severely Handicapped (DASH) 
Scale (Matson, Gardner, Coe, & Sovner, 1991) . The DASH was
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constructed to provide diagnostic information for severely 
and profoundly retarded adolescents and adults. Items 
comprise a comprehensive assessment of aberrant behaviors 
and symptoms which characterize mental illness in this 
population. Given the clients of interest, the scale was 
specifically devised to more broadly survey nonverbal 
indicators of psychopathology (e.g., avoidance patterns 
which characterize anxiety disorders, vegetative symptoms 
of depression), although verbal indices also are sampled.
The DASH is administered to third-party informants. 
Items are read aloud to informants by a mental health 
professional who then scores items based on informant 
responses. Informants may include relatives of the client 
or direct care staff members who have extensive contact 
with the individual being rated.
The DASH includes 86 behavioral items (See Appendix 
A) . Each item is scored separately on three dimensions: 
frequency, duration, and severity. Each dimension is rated 
on a three point scale, operationally defined with regard 
to specific frequency, duration, and severity criteria. 
(See Table 1).
Items are grouped into 13 clinical subscales including 
(1) Anxiety, (2) Mood Disorder-Depression, (3), Mood 
Disorder-Mania, (4) Autism, (5) Schizophrenia,
(6) Stereotypies/Tics, (7) Self-injurious Behaviors,
(8) Elimination Disorders, (9) Eating Disorders, (10) Sleep
Disorders, (11) Sexual Disorders, (12) Organic Syndromes, 
and (13) Impulse Control and Miscellaneous Problems. 
Subscale scoring differs depending on the nature of the 
disorder. For classic forms of mental illness (i.e., 
subscales 1-5) , endorsement of more than half of the 
subscale's items is used as a diagnostic index. For 
aberrant behaviors (i.e., subscales, 6-13), endorsement of 
at least one subscale item with a severity level of 1 or 2 
is used as a diagnostic index. The rationale behind the 
two means of diagnosis is that the first group of 
diagnostic categories involves disorders that require the 
presence of multiple symptoms for diagnosis, while the 
second group can be diagnosed on the basis of the presence 
of a single behavior.
The DASH was initially normed on a sample of 504 
severely (32.3%) and profoundly (62.7%) mentally retarded 
adults from four institutions in Louisiana and Wisconsin 
(Matson, et al, 1991b). Direct care staff served as 
informants.
Initial reliability estimates appear promising. 
Internal consistency (alpha) ranged from .20 to .84 over 
subscales with a median value of .52. As suggested by the 
authors, poor internal consistency for some subscales 
suggest that items within some subscales may not tap 
unitary dimensions of behavior. Using a percentage 
agreement statistic, interrater reliability across all
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items was found to be .96 for severity, .95 for duration, 
and .91 for frequency.
Content validity was established by deriving 
individual items for subscales from the DSM-III-R as well 
as from previous studies of this population. The taxonomic 
validity of the DASH rests primarily on its relationship to 
DSM-III-R, from which its structure is largely derived. 
However, there is general skepticism among dual diagnosis 
experts regarding the taxonomic validity of DSM-III-R 
criteria for this population (Aman, 1991; Benson, 1985; 
Jacobson, 1990; Matson, et al, 1991a; Reid, 1980a; Reiss, 
1987; Sovner, 1986; Sovner & Hurley,‘1983). The validity 
of the DASH subscales scores are, thus, in need of further 
analysis. To address the possible inadequacies of DSM-III- 
R criteria for this population, the authors of the DASH 
have attempted to establish a taxonomic system based on 
empirical data. A factor analytic study was conducted 
based on data from the standardization sample of the DASH 
(Matson, Coe, Gardner, & Sovner, 1991). Factor analyses 
were based on frequency ratings for each item. Six factors 
emerged including (1) Emotional Lability, (2) Aggression/ 
Conduct Disorder, (3) Language Disorder, (4) Social 
Withdrawal, (5) Eating Disorders, and (6) Sleep Disorders. 
The factor solution included 41 items and accounted for 39% 
of the variance. Alpha coefficients for the six factors
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ranged from .62 to .80 (mean .69). Items grouped according 
to factors are listed in Appendix C.
The DASH is still at an early stage of development. 
However, initial psychometric reports have generally been 
favorable (Aman, 1991). The DASH represents a significant 
addition to the literature for several reasons. First, the 
DASH is currently the only instrument developed 
specifically to assess psychopathology in the severely 
handicapped. Second, the DASH items comprise a fairly 
comprehensive list of behavior problems found in this 
population. Third, the need for standardized rating scales 
to assess severely mentally retarded individuals is 
compelling given the difficulties inherent in assessing 
this population (e.g., verbal limitations, diagnostic 
overshadowing, etc.). As noted, this need for standardized 
instruments has been highlighted by several authors (Aman, 
1991; Matson, Gardner, Coe, & Sovner, 1991; Ollendick &
Ollendick, 1982; Reiss, 1989). Provided the appropriate 
psychometric studies are carried out, the DASH could 
represent a viable method of assessing the prevalence of 
dual diagnosis and studying relationships between mental 
illness and demographic and etiological variables in this 
population.
Summary
Dual diagnosis has received increased attention in the 
literature in the last decade. Studies examining
prevalence of dual diagnosis have provided only rough 
estimates but have indicated that mental illness in the 
mentally retarded is common. Also, a clearer picture of 
the clinical presentation of various disorders in mentally 
retarded persons is beginning to emerge. However, the 
study of dual diagnosis is still in its infancy, and 
numerous gaps in the literature exist (Aman, 1991; Matson, 
1984; Pawlarcyzk & Beckwith, 1987; Reiss, 1989). Perhaps 
the largest gap relates to our understanding of dual 
diagnosis in the severely handicapped. Most empirical 
studies have focused on psychopathology in mild and 
moderately retarded individuals (Reid, 1980a). Thus, the 
most severely impaired individuals have received scant 
attention.
A few points about mental illness in the severely 
handicapped can be tentatively concluded. Most types of 
psychopathology that occur in the general population may 
also occur in the severely mentally retarded population. 
However, diagnosis is generally more difficult in these 
persons (Matson, & Barrett, 1982a; Ollendick & Ollendick, 
1988; Sovner & Hurley, 1983). Also, as noted above, there 
is a great deal of skepticism among dual diagnosis experts 
regarding the taxonomic validity of DSM-III-R criteria for 
this population (Aman, 1991; Benson, 1985; Reiss, 1987; 
Sovner, 1986). Not all symptoms of psychopathology
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observed in the non-retarded population are reliably 
observed in the mentally retarded population.
There have been numerous reports of anxiety disorders 
in persons with severe and profound mental retardation 
(Jackson, 1983; Ollendick & Ollendick, 1982). Some authors 
have indicated that problems of anxiety are more common in 
persons with severe mental retardation than in persons with 
milder intellectual deficits (Linaker & Nitter, 1990; 
Richardson et al, 1979) . Similarly, others have indicated 
that problems of anxiety are more common in the 
institutionalized mentally retarded (Cochran & Cleland, 
1963; Feldhusen & Klausmeier, 1962). Also, problems of 
anxiety are likely to manifest earlier in more severely 
retarded persons than in mildly retarded or normal 
individuals (Ollendick & Ollendick, 1982). Anxiety, 
avoidance of feared stimuli, and observable correlates of 
anxiety states (e.g., crying, visible indications of 
distress) are frequently observed in persons with severe or 
profound mental retardation. Covert behaviors (e.g., fear 
of humiliation in social anxiety) are less commonly 
reported. It is unclear at this time whether these covert 
symptoms do not occur in this population or if this merely 
reflects limitations in current measurement techniques.
Cases of both major depression and bipolar disorder in 
persons with severe or profound mental retardation have 
been reported (Reid, 1976; Reid et al, 1987). However, as
noted for anxiety disorders, it is more difficult to 
reliably assess symptoms that are not clearly observable. 
Diagnosis is therefore often difficult. Prolonged study 
of behavior, focusing on vegetative functioning, levels of 
motoric activity, weight, sleep patterns, and family 
history is recommended (Reid, 1980a; Sovner & Hurley,
1983). There is some indication that mood disorders occur 
less frequently in the severely handicapped than in the 
mildly mentally retarded population (Linaker & Nitter, 
1990; Reiss, 1982).
The above conclusions are based on a small number of 
studies. All of these results are in need of replication, 
and even less information is available on other types of 
mental illness in the severely handicapped. Some authors 
have commented on the difficulty of diagnosing 
schizophrenia in persons with severe or profound mental 
retardation (Reid, 1976). Others claim that schizophrenia 
is one of the most prevalent types of mental illness in 
this population (Linaker & Nitter, 1990). Personality 
disorders, psychosexual disorders, and eating disorders 
have received little attention. Many other gaps in the 
literature exist. Few studies have compared prevalence 
rates of different disorders. Also, relationships between 
psychopathology, aberrant behaviors (e.g., aggression, 
self-injury), and medical or genetic factors are not well 
understood. So far, the literature has provided only a
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rough sketch of psychopathology in the severely 
handicapped.
PURPOSE OF THE PRESENT INVESTIGATION 
Given the importance of developing methods of 
assessing psychopathology in the severely handicapped, the 
present study was designed to provide additional 
information on the DASH. The primary goal of the study was 
to replicate and extend psychometric analyses of the DASH, 
focusing on reliability issues. The secondary aim of the 
study was to examine the prevalence of dual diagnosis in 
the severely handicapped. The relative frequency of 
various aberrant behaviors and symptoms of mental illness 
was assessed.
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RATIONALE FOR THE PRESENT STUDY
The rationale for the present study has been outlined 
above but will be restated briefly. First, studies of dual 
diagnosis in the severely handicapped are needed. The dual 
diagnosis literature has focused almost exclusively on 
persons with mild mental retardation, providing only a 
rough sketch of mental illness in persons with more severe 
intellectual impairments (Matson, Coe, Sovner, & Gardner, 
1991; Reid, 1980a). The present study focused exclusively 
on severely and profoundly mentally retarded individuals.
Second, the study and development of appropriate 
methods of assessment represent important steps in studying 
dual diagnosis in large samples. The failure to employ 
well-studied standardized measures of psychopathology has 
represented a serious problem in previous studies (Aman, 
1991). Assessing mental illness in the severely 
handicapped entails special challenges. Diagnosing 
depression, anxiety disorders, and schizophrenia in this 
population is probably more difficult than in higher 
functioning individuals, due to differences in clinical 
presentation and limitations of current taxonomic systems 
(Aman, 1991; Matson, Coe, Gardner, & Sovner, 1991; Reid, 
1972; Sovner & Hurley, 1983). Moreover, persons with 
severe mental retardation frequently suffer from 
impairments (e.g., poor verbal skills, deafness, multiple 
physical handicaps, etc.) which render common methods of
4 6
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assessment (e.g., self-report data, behavioral interviews) 
impractical (Ollendick & Ollendick, 1982; Reid et al, 1987; 
Sovner & Hurley, 1983). Thus, the rationale for developing 
reliable and valid rating scales for this population is 
particularly compelling.
Reliability studies represent a logical and necessary 
precursor to widespread use of an instrument (Crocker & 
Algina, 1986; Novick, 1985). Also, given its good content 
validity, a reliability study represents the next important 
step in investigating the DASH (Aman, 1991) . The 
preliminary study of the DASH indicated good interrater 
reliability for items and subscales (Matson et al, 1991b). 
However, these data, as well as internal consistency data, 
are in need of replication. Moreover, test-retest 
reliability of the DASH has not been studied. The present 
investigation extended the data on reliability of the DASH, 
examining interrater, test-retest, and internal consistency 
reliability. The future utility of the DASH as a means of 
studying mental illness in the severely handicapped hinges 
on the ability to demonstrate the psychometric soundness of 
the instrument.
Third, at present, prevalence rates of psychopathology 
in the severely handicapped have not been established. 
Preliminary data indicate that prevalence rates of 
psychiatric disorders do not always approximate prevalence 
in normal or mildly mentally retarded populations (Aman,
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1991; Linaker & Nitter, 1990; Matson et al, 1991a; 
Ollendick & Ollendick, 1982; Reid, 1980a; Sovner & Hurley,
1983). Some disorders (e.g., anxiety disorders) may occur 
more frequently in persons with severe intellectual 
impairments (Ollendick & Ollendick, 1982) . Other 
disorders, such as depression, may be less common (Linaker 
& Nitter, 1990). Furthermore, even among persons with a 
given psychiatric disorder, prevalence rates of pathognomic 
behaviors that characterize the disorder may differ in the 
general population vs. the severely handicapped (Pawlarczyk 
& Beckwith, 1987). The DASH represents a useful method for 
studying prevalence of dual diagnosis in the severely 
handicapped if, as noted above, the appropriate 
psychometric analyses are conducted (Aman, 1991).
Fourth, both the standardization of new instruments 
and the study of the prevalence of a disorder requires 
working with large subject samples. Given the low 
prevalence of severe and profound mental retardation (less 
than . 5% of the population) , large scale studies addressing 
these issues have been rare. The present investigation 
utilized a subject sample of approximately 650 severely or 
profoundly mentally retarded adults.
In addition to expanding our theoretical understanding 
of mental illness in persons with severe intellectual 
impairments, studying dual diagnosis in the severely 
handicapped has important practical significance. At
present, the severely handicapped do not have access to the 
same types and quality of psychological services available 
in the general community. Determining the prevalence of 
dual diagnosis in the severely handicapped is a precursor 
for changing public policy regarding availability of 
psychological services. The ability to provide appropriate 
placement and treatment for severely handicapped clients is 
heavily dependent on our ability to reliably assess dual 
diagnosis in this population.
METHOD
Subjects
Subjects included 658 adults from seven mental 
retardation centers or state schools in the state of Texas. 
All subjects were at least 21 years old and had severe or 
profound mental retardation. Subject demographics are 





Standard Deviation 13.5 years













Visual Impairments n=86 (13%)
Hearing Impairments n=58 (9%)
Seizure Disorders n=195 (30%)
Subjects on Psychotropic
Medication n=184 (28%)
Individuals included in the study were all those who 
had their annual evaluation/ staffing during a four month 
period. This sampling approach resulted in the inclusion 
of approximately 33% of the individuals, randomly selected, 
from each of the participating facilities. Individuals
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excluded from the study were those who were unresponsive to 
their environment, those permanently bedridden due to 
medical conditions, or those who were temporarily (at the 
time of assessment) disabled due to severe illness or 
surgery.
Raters and Informants 
Assessments were carried out by the personnel within 
the participating facilities. Raters (persons responsible 
for administering the DASH) were mental health or mental 
retardation professionals with at least a bachelor's 
degree. These included facility psychologists, Qualified 
Mental Retardation Personnel (QMRP's), and case managers. 
Persons responsible for conducting each subject's yearly 
evaluation, and thus with a good working knowledge of 
subjects in the study, served as raters. Raters 
administered and supervised all assessments.
Informants (those asked to answer the actual 
assessment questions concerning the behaviors of the 
subjects) were direct care staff members who had known and 
worked with a subject in question for at least six months.
Other persons involved in the project included the 
primary investigator (author), a Project Research 
Assistant, and seven Facility Project Coordinators. 
Facility Coordinators supervised, monitored, and collected 
all assessments conducted within their respective 
facilities. The Project Research Assistant was responsible
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for familiarizing and training each of the Facility Project 
Coordinators and the raters at each facility in the use of 
the DASH. This goal was accomplished initially during site 
visits at each facility. Monthly site visits by the 
Research Assistant were continued throughout the study to 
monitor the continued integrity of the assessment 
procedures. The Research Assistant coordinated facility 
assessments under the supervision of the primary 
investigator.
Assessment Measures 
Assessment measures included (1) a 40-item background 
information measure and (2) a DASH Scale. Both were 
completed for each of the 658 subjects. The DASH was 
administered by raters and completed based on responses of 
informants (described above). Background forms were 
completed by raters. (A copy of the background form is 
included in Appendix B.) Background information included 
biographical information (e.g., age, sex), testing 
information (e.g., IQ, Adaptive Behavior Score), health 
problems (e.g., physical disabilities), medication 
information, behavioral programming information, current 
psychiatric diagnoses, and other variables. Background 
information was extracted from current case files, medical 
records, and routine psychological and educational 
evaluations for each subject as part of the yearly staffing
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process. Data analyses were based on completed protocols 
for 658 subjects.
RESULTS
Primary Analvses/Reliabilitv of the DASH 
Interrater Reliability
For the purpose of calculating interrater reliability, 
raters completed a second DASH based on responses from a 
second (independent) direct care staff worker for 73 
subjects. Interrater reliability was calculated for items, 
subscales, and factor scores to assess the consistency of 
observations across different informants. Facility Project 
Coordinators randomly determined the 73 subjects used for 
calculating interrater reliability.
Interrater reliability was calculated for the 
frequency, duration, and severity dimensions of each item 
using a percentage agreement method (agreements over 
agreements plus disagreements multiplied by 100). Also, 
kappa coefficients were calculated for each item to control 
for chance agreement. Results for each item, grouped 
according to subscale, are included in Appendix D.
Mean percentage agreement across all 86 items was .86 
for frequency, .85 for duration, and .95 for severity. 
Kappa values could not be calculated for a few items (n=6 
for frequency, n=6 for duration, and n=16 for severity) 
which were scored 0 by all or nearly all of the raters. 
These items are noted in Appendix D. Of the remaining 
items, for the frequency dimension, kappa values for most 
items ranged from .4 to .75, indicating fair to moderate
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agreement (Wilkinson, 1990). Also, for the duration 
dimension, most items had kappa that ranged from .4 to .75. 
For the severity dimension, kappa values for approximately 
half of the items were below .4, indicating poor agreement. 
Kappa values were consistently low (<.4) across items and 
dimensions for two subscales, Subscale 1 (Anxiety 












































Note: Includes intraclass correlation values for 
subscale and factor scores.
Interrater reliability was also calculated for the 13 
subscale and 6 factor scores of the DASH using intraclass 
correlations. (Subscale scores: To compute subscale and
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factor scores, frequency scores for each item were 
converted to binary scoring, indicating presence or absence 
of a behavior. The number of behaviors exhibited for a 
subject was then summed. Thus, each subscale and factor 
score represents a frequency count of all items, within the 
subscale of interest, exhibited by a subject.) Again 
analyses were based on DASHes completed by two different 
informants for 73 subjects. Results are included in Table 
3.
Intraclass correlations were greater than .5 for most 
scores, indicating adequate agreement. Intraclass
correlations were less than .5 for the Anxiety, 
Schizophrenia, and Sexual Disorders subscales, indicating 
poor agreement.
As an additional measure of agreement, diagnostic 
concordance rates were calculated for each of the 13 
clinical subscales. Again analyses were based on the 73 
pairs of informants' ratings. To assess concordance 
between informants, the cutoff scoring criteria for
subscales, reported in the DASH manual, were employed. 
(Cutoff scoring: For subscales 1-5, a given diagnosis is
assigned if more than half of the subscale items are rated 
as present. For the remaining subscales, a diagnosis is 
assigned if any item in the subscale is rated with a
severity rating of 1 or 2 . )  Agreement included both
informants reporting that a disorder was present or both
reporting a disorder was absent, based on cutoff scores. 
Results are reported in Table 4. Concordance was .80 or 

















Note: Includes diagnostic concordance values
between raters for subscale scores. 
Diagnosis was calculated using DASH cutoff 
scoring criteria.
Test-retest Reliability
For the purpose of calculating test-retest
reliability, the DASH was readministered to the original 
informants for 41 subjects two weeks after initial ratings. 
Test-retest reliability was calculated for items,
subscales, and factor scores to assess the temporal
stability of ratings. Facility Project Coordinators
randomly determined the subjects used for calculating test- 
retest reliability.
58
Test-retest reliability was calculated for frequency, 
duration, and severity dimensions of each item using a 
percentage agreement method (agreements over agreements 
plus disagreements divided by 100). Also, kappa 
coefficients were calculated for each item to control for 
chance agreement. Results for each item, grouped according 
to subscale, are included in Appendix E.
Mean percentage agreement across all 86 items was .84 
for frequency, .84 for duration, and .91 for severity. 
Kappa values could not be calculated for several items 
which were scored 0 by all or nearly all of the raters. 
These items are noted in Appendix E. Of the remaining 
items, for the frequency dimension, kappa values for most 
items ranged from .4 to .75, indicating fair to moderate 
temporal stability (Wilkinson, 1990). Also, for the 
duration dimension, most items ranged from .4 to .75. For 
the severity dimension, kappa values for approximately half 
of the items were below . 4, indicating poor temporal 
stability.
Test-retest reliability was also calculated for 
subscale and factor scores using intraclass correlations. 
(Methods for calculating subscale scores are described in 
the above section.) Again, analyses were based on DASHes 
completed two weeks apart for 41 subjects. Results are 
included in Table 5.
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Intraclass correlations were greater than .5 for most
correlations for 6 scores were less than .5, indicating 
poor temporal stability. These included the Schizophrenia, 
Eating Disorders, and Sexual Disorders subscales, and also 
Factors 1 (Emotional Lability), 5 (Eating Disorders), and 
6 (Sleep Disorders).












































Note: Includes intraclass correlation values for 
subscale and factor scores.
Internal Consistency
Analyses of internal consistency were calculated to 
determine how consistently examinees performed across items
in subscales. If performance is consistent across items 
within a subscale, the tester can have some confidence that 
this performance would generalize to other possible items 
in the content domain (Crocker & Algina, 1986). 
Coefficient alpha indicates the lower bound of the 
proportion of variance in subtest scores explained by 

























Note: Includes alpha coefficients for
DASH subscale and factor scores.
Internal consistency analyses were based on completed 
protocols for all 658 subjects. Prior to analyses, each
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item was scored dichotomously as having occurred (1) or 
having not occurred (0) for a subject based on frequency 
data. Next, alpha coefficients were calculated for each of 
the 13 clinical subscales and for the 6 factor scale scores 
(see Appendix B) for the DASH. Results are reported in 
Table 6.
Alpha values ranged from .39 to .83. Most values were 
below .70, indicating items within a subscale do not tap 
common underlying factors. Alpha values were generally 
higher for factor scores than for clinical subscales.
Secondary Analyses/Prevalence Rates 
Prevalence of Behavior Problems/(Items)
For each item, the percent of the sample rated as 
exhibiting that item/behavior problem was calculated. 
Frequency data for each item were utilized for these 
analyses. Calculations were based on completed protocols 
for all 658 subjects. These figures were calculated to 
provide estimates of the prevalence of the symptoms of 
mental illness and behavior problems under investigation. 
Results are reported in Appendix F.
The most commonly reported symptoms, those reported in 
approximately one third of all subjects, are included in 
Table 7. Most of these symptoms would be commonly 
classified as behavior disorders. Classic symptoms of 
psychopathology (e.g., depression, anxiety disorders,
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schizophrenia) were not among the problems most frequently 
reported in the sample.
TABLE 7 













Examining the five DSM-III-R subscales, symptoms of 
autism (Subscale 4) were common relative to symptoms of the 
other four DSM-III-R disorders. Prevalence estimates for 
the items of Subscale 4 were consistently high, occurring 
in more than one fifth of the subjects. Symptoms of mania 
(Subscale 3) relating to restlessness, irritability, and 
elevated affect were also fairly common. Depressive 
symptoms (Subscale 2) were variable in frequency, with 
symptoms of irritability, sleep, and appetite being most 
common. Symptoms related to anxiety and schizophrenia 
(Subscales 1 and 5) were less common.
Examining behavior disorders (Subscales 6-13), 
stereotypies (Subscale 6) were very common; repetitive body
9)Is restless or agitated.
23)Resists or ignores attempts by others 
to interact with him/her.




22)Amuses self with limited set 
of objects... .
l)Hits or pinches people.
79)Fails to control bladder.
7)Mood seems unrelated to what is going 
on around him/her.
42)Repeats the same words or sounds.
21)Displays unprovoked temper tantrums.
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movements were reported in 37% of subjects. Self-injurious 
behaviors were not uncommon (Subscale 7). Self-injurious 
hitting was the most prevalent form of self-abuse, 
occurring in one fifth of the sample. Elimination 
disorders (Subscale 8) were also prevalent with enuresis 
being more common than encopresis (32.2% vs. 24.3%).
Rapid consumption of food and stealing food were the 
most prevalent eating problems (Subscale 9) . Pica was 
reported in 8% of the sample. Examining sleep disorders 
(Subscale 10), insomnia was reported in 5% of the sample. 
Difficulty staying awake was a more common problem, 
occurring in 20% of subjects, although poor interrater 
reliability makes interpreting this figure difficult. The 
three aberrant sexual behaviors in Subscale 11 each had 
prevalence rates of approximately 10%.
Examining symptoms of organic syndromes (Subscale 12) , 
restlessness and distractibility occurred in a large number 
of subjects (38% and 28%, respectively). Slow response or 
unresponsiveness to light or movement were also frequently 
reported.
Examining the remaining behavior problems (Subscale 
13), items related to aggression, including hitting, 
impatience, and tantruming, each occurred in nearly one 
third of the sample.
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Prevalence of Subscale Disorders
In addition to individual symptom analyses, prevalence 
rates of subscale disorders were also calculated. DASH 
cutoff scoring criteria, described above, were used to 
compute the prevalence of disorders. Results are listed in 
Table 8. Miscellaneous behavior problems or problems of 
impulse control occurred in approximately 60% of the 
subjects. Organic syndromes were reported in nearly 40% of 
the subjects. Stereotypies and self-injury were also very 
common, occurring in more than one fourth of all subjects. 
The least prevalent disorders were schizophrenia, 
depression, and anxiety disorders, each occurring in less 
than 3% of the sample.
TABLE 8





























Note: Percentage values were based on cutoff
scoring criteria for the DASH.
DISCUSSION
The goals of the present study were to examine the 
reliability of the DASH and to assess the prevalence of 
symptoms of mental illness and behavior disorders in 
persons with severe intellectual impairments. Standardized 
behavior rating scales may provide researchers with a badly 
needed methodology for studying the nature of 
psychopathology in large samples of persons with severe 
handicaps. Given preliminary reports (Matson et al, 
1991a, 1991b) , the DASH appeared to be an appropriate scale 
for further study (Aman, 1991). However, establishing the 
reliability of a scale (conducting basic tests of 
interrater, test-retest, and internal consistency 
reliability) is a necessary precursor to widespread use of 
any instrument (Novick, 1985). Thus, reliability analyses 
represented the next logical step in evaluating the DASH.
In the present study, reliability analyses varied 
considerably in relation to the type of reliability 
assessed, the subscale being evaluated, the scoring 
dimension investigated, and the method of analysis. In 
general, interrater reliability estimates were adequate. 
Percentage agreement calculations were generally high for 
frequency, duration, and severity dimensions of items 
(means of .86, .85, and .95 across all items for the three 
dimensions, respectively). Furthermore, these values 
closely approximated values reported in Matson et al
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(1991a) for frequency (.91), duration (.95), and severity 
(.96). Kappa values for frequency and duration dimensions 
of most items met minimum standards for agreement (.4). 
Intraclass correlations were greater than .5 for all but 
three of the subscale scores (Subscales 1, 5, and 11) .
Concordance rates were high. Thus, fair to moderate 
agreement was indicated for most items, subscales, and 
factor scores.
There were several notable exceptions. First, kappa 
values were consistently low across items and dimensions 
(frequency, duration, and severity) for the Anxiety 
Disorders and Schizophrenia subscales. In addition, 
intraclass correlations were <.5 for these two subscales. 
These findings indicate that scores were susceptible to 
error variance introduced as a function of different 
informants. The adequate interrater reliability of these 
items were not supported. It is unclear why items in these 
two subscales failed to meet acceptable criteria. Poor 
reliability may be related to the nature of the behaviors. 
Items in the Schizophrenia subscale require informants to 
rate behaviors that are not directly observable (e.g., sees 
things that are imaginary). Many anxiety items require 
ratings of the occurrence of physiological symptoms (e.g., 
visibly sweats, breathing becomes heavier). It may be 
especially difficult to get reliable third-party 
information on these behaviors.
A second point relates to severity ratings for the 
individual items. Although percentage agreement values 
were high for the severity dimension of items (mean=.95), 
Kappa values failed to meet minimal standards for agreement 
(.4) for nearly one half of the items. Of the three 
dimensions, severity ratings alone call for qualitative 
rather than quantitative judgements. This issue may have 
affected the reliability of the subscales. A more likely 
explanation, however, relates to the fact that severity 
ratings (more than frequency or duration ratings) for most 
items were scored as zero. Matson et al (1991a) reported 
similar findings [See Table 2 of that article. ]. Most DASH 
items do not result in interrupting others (score=l) or 
injury or property damage (score=2). Frequent zero 
scorings would tend to inflate percentage agreement scores 
for severity (consistent with our results/See Appendix D). 
It would also tend to lower chance agreement for items. 
Visual inspection of Appendix D appears to confirm this 
trend; chance agreement for the severity dimension of items 
generally exceeded chance agreement for frequency and 
duration. Given the same percentage agreement, higher 
chance agreement generally results in lower kappa scores. 
(This same phenomenon is responsible for the inability to 
calculate chance agreement and kappa values for 16 of the 
86 items.) Thus, the trend of frequent zero ratings for 
severity of items, contributing to higher chance agreement
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values, may be related to the low kappa values for 
severity.
More than simply being relevant to reliability issues, 
these points are relevant to the more general topic of the 
suitability of the three dimensional rating system for the 
DASH items. Ratings of severity would appear to be 
appropriate and important for behaviors such as self- 
injury, aggression, and manic symptoms, given the nature of 
these problems. However, ratings on all three dimensions 
may not be appropriate or provide useful information for 
all behaviors, a point also noted by Aman (1991) in his 
review of the DASH. Nevertheless, despite these 
exceptions, the present data generally corroborate data 
from Matson et al (1991a) regarding the fair to moderate 
agreement of most items. Interrater reliability values 
were not uniformly high; they were, however, adequate.
The present study included the first test-retest 
analyses of the DASH. Estimates of temporal stability 
varied considerably across items and dimensions. 
Percentage agreement values were generally high. Means 
across all items were .84 for frequency, .84 for duration, 
and .91 for severity. Kappa values for test-retest 
reliability were mixed. Kappa 1 s for frequency and duration 
for most items reached minimum standards for reliability 
(.4). Most kappa values for the severity dimension of 
items indicated poor agreement. Once again, the above
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discussion regarding frequent zero ratings may represent a 
possible statistical explanation for the low kappa values. 
It is also possible that severity ratings, as defined in 
the DASH, are simply less reliable, more prone to 
measurement error. In addition, severity ratings may 
simply show more real temporal fluctuations. For example, 
the frequency of a client's aggressive episodes may vary 
less than the damage resulting from the aggression.
Examining subscale and factor scores, intraclass 
correlations were acceptable for most scores. Intraclass 
correlations were <.5 for Schizophrenia, Eating Disorders, 
Sexual Disorders, Emotional Lability (Factor 1) , Eating 
Disorders (Factor 5) , and Sleep Disorders (Factor 6) , 
indicating poor temporal stability.
A relevant point, however, is that it is common to see 
fairly substantial differences in rates of behavior 
problems of the severely handicapped from week to week. 
Aberrant behaviors are frequently under environmental 
control. Behavior problems may change as a function of 
normal variations in contingencies or antecedent stimuli. 
Given normal variations in environmental events, it may be 
unwarranted to expect high levels of temporal stability for 
some behaviors. For example, in bipolar disorder, manic 
vs. depressive symptoms are expected to vary from week to 
week in accordance with the cyclical nature of the 
disorder. By definition, Emotional Lability (Factor 1)
seems unlikely to show high degrees of temporal stability. 
In the Eating Disorders factor and subscale, behaviors such 
as "Quickly consumes large amounts of food...," "Has a 
large appetite," and "Chokes on food because she/he eats 
too fast" may vary depending on whether highly preferred 
foods are being served. Thus, it is difficult to determine 
how much low test-retest reliability values reflect 
measurement error and how much they reflect real temporal 
variations in the behavior being assessed. Therefore, high 
test-retest values should not be expected for all 
behaviors.
Examining internal consistency analyses, alpha 
coefficients for the 13 clinical subscale scores were 
generally <.7, indicating that subscale items did not tap 
common factors. In general, alpha values were lowest for 
subscales and factors with few items (e.g., Eating 
Disorders, Sleeping Disorders, and Sexual Disorders). 
Coefficient alpha tends to increase as the number of items 
in a subscale increase (Sattler, 1988). Alpha values for 
the six factor scores were generally higher than subscale 
values. Given that factor scores were empirically derived 
(Matson et al, 1991b) , this is not surprising. Still, most 
values were <.7, conventionally accepted as an index of 
adequate internal consistency. High internal consistency 
is sometimes considered less important than grouping 
problems in a manner that is conceptually meaningful.
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The present data generally corroborated internal 
consistency data reported in Matson et al (1991a, 1991b). 
Current data and data reported in previous studies are 
listed together in Table 9. Values closely approximate one 
another for most factor and subscale scores.
TABLE 9
Comparison of Coefficient Aloha Values 













Impulse Control .78 .74
Factor
Emotional Lability .70 .73
Antisocial .67 .68
Language Disorder .76 .67
Social Withdrawal .55 .63
Eating Disorder .61 .62
Sleeping Disorder .53 .80
Note: Includes alpha values from present and
previous studies of the DASH (Matson et al, 
1991a, 1991b).
To summarize the reliability results, interrater 
reliability for the DASH met minimal standards for most 
items, subscales, factors, and dimensions. Exceptions, as 
indicated by kappa values, included the items and subscale
scores of the Anxiety and Schizophrenia subscales and also 
the severity scoring dimension for most items. Diagnostic 
concordance rates were high for most subscales. Test- 
retest reliability was generally adequate. The temporal 
stability of the severity dimension of most items was not 
confirmed by kappa values. Expectations of high test- 
retest reliability for all scores may not be warranted, 
given the likelihood of real week to week differences in 
behavior problems such as eating and sleeping disorders. 
Coefficient alpha calculations do not support that subscale 
items tap common underlying factors. The use of the 
Anxiety and Schizophrenia subscales and also the severity 
dimension for items are not recommended for research 
purposes. In addition, in future research, analyses 
involving individual items of the DASH should be conducted 
with consideration of the interrater and test-retest 
reliability for those items, listed in Appendix D and E.
Results of the present study satisfy a preliminary 
goal of scale development— the identification of items that 
can be reliably employed by raters (Novick, 1985) . It 
appears that direct care staff can supply reliable 
information regarding a number of behavior problems in the 
severely handicapped. The present findings are especially 
relevant in light of the difficulties inherent in assessing 
this population. Many researchers have expressed 
scepticism regarding the ability to reliably evaluate
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problems in the severely handicapped (Ollendick & 
Ollendick, 1982; Sovner & Pary, in press). Given the data 
presented here, it appears that reliable assessments for 
many problems can be accomplished. Furthermore, data on 
the DASH indicate that the use of behavioral rating scales, 
a methodology previously employed with the mildly 
handicapped, may be appropriately extended to the severely 
handicapped for the study of some problems.
Given that validity checks and other appropriate 
psychometric analyses are conducted, standardized rating 
scales such as the DASH may serve a number of purposes. 
They may be useful in examining the prevalence of 
disorders. They may be used to assess the relative 
occurrence of various behavior problems within a sample of 
individuals. They may be used for determining geographic 
differences in behavior problems or differences across 
various facilities. They may assist in the identification 
of subjects with similar problems, in order to form 
behaviorally homogeneous groups for research studies. 
Finally, they may be used for studying relationships 
between behavior problems and demographic characteristics. 
For clinical purposes, however, standardized checklists 
should always be used in conjunction with additional 
sources of information, including interview and direct 
observational data. Under no circumstance should the DASH
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be used as the sole index for diagnosing clients or 
determining target behaviors for intervention.
The secondary analyses in the present investigation 
examined prevalence rates of symptoms of psychopathology 
and aberrant behaviors in our sample. As expected, 
behavior disorders (items in Subscales 6-13) were more 
common than classic symptoms of DSM-III-R disorders (items 
in Subscales 1-5) .
Prevalence rates for stereotypies, self-injury, and 
aggression for the present study were highly consistent 
with previous reports in the literature. Approximately one 
third of our subject sample exhibited stereotypies. This 
rate is consistent with other prevalence reports, ranging 
from 34-67% for similar subject samples (Baumeister & 
Sevin, 1990). Repetitive body movements were the most 
frequently reported form of stereotyped behavior, as is 
frequently reported in the literature. Self-injurious 
hitting, the most common form of self-injury, occurred in 
one-fifth of subjects (See Appendix F). This figure is 
consistent with previous reports in the literature, with 
estimates ranging from 7-22% for severely handicapped 
inpatients (Griffin, Williams, Stark, Altmeyer, & Mason, 
1986; Hill, Balow, & Bruininks, 1985; Maisto, Baumeister, 
& Maisto, 1978; Schroeder, Schroeder, Smith, & Dalldorf, 
1978; Smeets, 1971; Soule & O'Brien, 1974). Previous 
studies have reported aggressive behavior in 30-55% of the
7 5
institutionalized mentally retarded (Eyman & Call, 1977; 
Griffin, Williams, Stark, Altmeyer, & Mason, 1986; Hill, 
Balow, & Bruininks, 1985). In the present study, 
aggressive hitting and temper tantrums were reported in 32% 
and 29% of our sample, respectively. other problems of 
impulse control were common.
The present study provided some of the first 
prevalence estimates of other behavior problems, including 
disorders of elimination, eating, sleeping, and sexual 
behavior. Furthermore, many problems reported as common in 
our sample have received little or no attention in the 
literature. For example, the six eating disorder items (in 
Subscale 9) each occurred in more than 5% of clients. Pica 
was reported in 8% of subjects. Although this figure is 
less than the Danford et al (1982) estimate (prevalence= 
25%) , this still represented over 50 clients in our sample. 
Rapid consumption of food, a problem seldom discussed in 
the literature, was reported in over one-fifth of the 
sample (n=145). It is possible that the assembly-line 
fashion, employed in many institutions as a means of 
providing meals to large numbers of clients, may contribute 
to this problem.
The author is unaware of a single report on treating 
insomnia in the severely handicapped, yet this problem was 
reported in approximately 5% of the subject sample (n=30 
subjects). Frequent nighttime awakening was also a serious
problem, occurring in nearly 7% (n=46) of clients.
Remaining awake during the day was a problem for one-fifth 
of clients. Given the poor interrater reliability for this 
item, this prevalence figure cannot be interpreted with a 
great deal of confidence. However, in clients for whom 
daytime sleepiness is a problem, this may suggest excessive 
sedative effects related to psychotropic medication. For 
some clients, daytime sleepiness may be associated with 
difficulty sleeping at night. It may also suggest that 
clients are understimulated during the day, a frequent 
problem in institutions. Considering the lack of research 
in this area, it is also possible that some severely 
handicapped clients simply require more sleep than the 
average adult. Given the importance of a normal sleeping 
regimen for health, well-being, and productivity, these 
questions represent important topics for future research. 
The relationship between sleep problems and behavior 
problems such as irritability and distractibility should 
also be explored.
Although behavior problems (Subscales 6-13) occurred 
in many clients, data did not support an overrepresentation 
of psychiatric disorders in our sample. With the 
exceptions of autism and manic symptoms, symptoms of mental 
illness were less common than would be expected for persons 
with mild mental retardation. Virtually every study to 
date has indicated that persons with mental retardation are
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at greater risk for developing mental illness. This 
statement may need to be modified. It may not be true for 
persons with severe intellectual impairments.
Pervasive Developmental Disorder/Autism was the most 
common DSM-III-R disorder. Ritvo and Freeman (1978) 
reported that approximately 50% of autistic individuals 
have an IQ less than 50. However, no studies have examined 
the prevalence of autism in severely handicapped persons. 
The present data suggest that perhaps as many as 10-15% of 
institutionalized adults with severe mental retardation may 
have autism.
The present study provided preliminary data on the 
prevalence of symptoms of mood disorders in the severely 
handicapped. Depressive symptoms, including classic 
symptoms (e.g., sad affect and anhedonia), were reported 
but in small numbers. Irritability, as well as appetite 
and sleep problems, were the most common depressive 
symptoms. Symptoms of mania relating to restlessness, 
irritability, and elevated affect occurred in more than one 
fourth of clients. However, the presence of manic symptoms 
does not necessarily indicate that a diagnosis of bipolar 
disorder, with classic manic and depressive episodes, is 
appropriate.
Although subscale scores should be interpreted with 
caution, 2% of the subject sample met DASH scoring criteria 
for depression. It is difficult to judge this figure given
the lack of studies examining mood disorders in the 
severely handicapped. Lund (1985), examining 59 subjects 
with IQ's below 52, reported affective disorders in 
approximately 4% of his sample. Linaker and Nitter (1990) 
reported no cases of depression in a sample of 
approximately 100 severely handicapped individuals. 
However, the authors diagnosed no cases of depression in 
subjects with mild mental or moderate retardation also, 
which is inconsistent with data from numerous other studies 
(Matson & Barrett, 1982a; Lund, 1985; Reiss, 1990; Sovner 
& Pary, in press). These data taken together support the 
claim that affective disorders are less common in the 
severely handicapped than in persons with mild mental 
retardation (Sovner & Hurley, 1983).
A few previous studies have indicated high rates of 
anxiety in persons with mental retardation (Matson & 
Barrett, 1982b; Novosel, 1984; Ollendick & Ollendick, 
1982). However, given the dearth of studies in this area, 
these findings need to be replicated. We were unable to 
accomplish this. Due to the poor interrater reliability of 
the Anxiety Subscale, interpretations of these items are 
not recommended. These findings highlight the need for 
developing more reliable methods of assessing anxiety and 
anxiety disorders in the severely handicapped. As noted 
earlier, third-party information may be less valuable for 
these problems. More detailed quantitative data on
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avoidance patterns and self-statements of fear may be more 
useful. Future studies should also examine the utility of 
direct physiological measures of anxiety for these clients.
Given the poor reliability of subscale items, 
interpretations of the Schizophrenia subscale are hard to 
make (Also see Appendix G) . In discussing schizophrenia in 
the severely handicapped, two related issues are relevant. 
First, does schizophrenia occur in this population? Some 
authors argue that it does not (e.g., Reid, 1976), although 
this theory is not uniformly accepted (e.g., Linaker & 
Nitter, 1990). Second, if it does exist, are there
reliable and valid methods of assessing symptoms in 
predominantly nonverbal clients? It appears that DASH 
items for this subscale may not be an appropriate measure. 
In our sample, auditory and hallucinations were reported in 
over 3% of our subjects. Given the poor interrater 
reliability of the Schizophrenia subscale items, it is 
impossible to estimate the prevalence of these symptoms 
with any accuracy. Nevertheless, it is interesting that 
these items were endorsed for several clients. At least in 
some cases, informants believed that clients were 
hallucinating. Future research should examine this more 
carefully. If clients are hallucinating, what is the best 
manner of measuring this? If clients are not
hallucinating, what is actually occurring when informants 
believe hallucinations are taking place (e.g., staring into
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space might occur if a client was experiencing either a 
visual hallucination or a seizure).
To summarize prevalence results, stereotypies, self- 
injury, and aggression were amongst the most common 
problems in our sample. Prevalence rates for these
behaviors, established using the DASH, were consistent with 
previous reports from the literature. Examining other
behavior disorders, several previously unreported results 
emerged; various eating and sleeping problems occurred in 
a significant number of the sample. Elimination disorders, 
aberrant sexual behaviors, and behaviors associated with 
organic problems were not uncommon. Of the DSM-III-R
disorders, autism was the most common, followed by manic
symptoms. Depressive symptoms were generally less 
prevalent than other disorders in this sample and, in light 
of previous studies, were less prevalent than in persons 
with mild mental retardation. Interpretations of 
prevalence rates for anxiety and schizophrenia are not 
recommended.
Prevalence data for the present study indicates that 
some variable or variables associated with having severe 
handicaps make these individuals susceptible to developing 
multiple behavior problems. Unfortunately, specific 
etiologies are poorly understood. Several factors may play 
a role. Organic problems may retard learning, impede skill 
acquisition, result in very limited behavioral repertoires,
8 1
and make clients less able to adapt to their environment. 
Without special training to combat these deficits, such 
clients have limited ways of obtaining basic needs and 
reinforcers. Thus, when aberrant behaviors are reinforced, 
they are very likely to continue and to be resistant to 
change. Institutional settings often contribute to these 
problems when clients are understimulated, training is 
substandard, and clients are separated from appropriate 
behavioral models.
The number of aberrant behaviors reported in the 
sample was considerable. Many of these behaviors represent 
very serious problems. These problems often impede 
independence. They affect the ability of clients to 
interact successfully with peers, family, and caregivers. 
They also affect basic well-being and quality of life. The 
high prevalence of maladaptive behaviors highlights the 
need for greater allocation of resources and access to 
effective treatment. The serious nature of these problems 
underscores the need for continued development of 
behavioral and pharmacological interventions. Prevalence 
data for multiple behavior problems, when presented 
together, can provide a clearer picture of the make-up of 
problems within institutions. It can help to clarify the 
priorities for treatment. It can also help define which 




The present investigation should be viewed in light of 
several limitations. First, subjects in the present study 
all resided in Texas. In the U.S., there is some 
variability regarding policies for institutionalization of 
the mentally retarded from state to state. Thus, it is 
possible that geographic differences in the prevalence of 
behavior problems exist. Future researchers may wish to 
replicate and extend this research in other geographic 
regions.
Second, all of our subjects resided in inpatient 
facilities. As noted above, institutionalization may 
contribute to the development and maintenance of 
psychiatric and behavior disorders. Also, persons with 
more severe aberrant behaviors are more likely to be 
institutionalized in the first place. Thus, prevalence 
rates reported here may not be representative of the 
smaller but significant number of severely handicapped 
adults who reside in community settings. Data for the DASH 
is currently being collected for non-institutionalized 
persons.
Third, given the ages of our subjects, results should 
not be generalized to children and adolescents with severe 
handicaps.
A possible criticism of the study relates to the 
exclusive use of third-party informants. The author does 
not consider this to be a serious shortcoming of the study
for several reasons. First, a great deal of empirical work 
supports the notion that third-party informants can be used 
to obtain reliable, valid, and clinically useful 
information regarding behavior problems in the severely 
handicapped. For example, two common standardized rating 
scales currently employed with this population are the 
Vineland Adaptive Behavior Scale (Sparrow, Balia, & 
Cicchetti, 1984) and the Childhood Autism Rating Scale 
(Schopler, Reichler, & Renner, 1988). The psychometric
properties of these two instruments have been evaluated in 
numerous studies. These scales represent two of the most 
commonly used instruments nationwide for this population, 
and both scales rely exclusively on third-party data. 
Second, as noted above, the rationale for using rating 
scales with this population is particularly compelling. 
Given the limited utility of interview and self-report data 
with predominantly nonverbal clients, other-informant data 
may comprise one of the most viable methods of studying 
large samples of these clients (Aman, 1991). Third, 
further study of the DASH was predicated by initial reports 
of the DASH (Matson et al, 1991a), which offered 
preliminary data regarding its reliability and utility. 
Fourth, the methodology employed in the present study is 
consistent with methodologies employed by the leading 
authors and published in the leading journals in the field 
(e.g., Freund & Reiss, 1991; Matson, Kazdin, & Senatore,
84
1984; Reiss, 1990; Watson, Aman, & Singh, 1988; Also, for 
a review of similar studies see Aman, 1991). Fifth, 
interrater reliability from the present investigation 
support the notion that using third-party informants it is 
possible to collect reliable and useful information on 
numerous aberrant behaviors in these subjects. As noted 
above, a rating scale should not be used as the sole index 
of a person's diagnosis. However, standardized rating 
scales can play a valuable role in clinical research.
Future studies of the DASH should focus on validity 
issues, including predictor and criterion-group validity. 
Comparing DASH subscale scores with more objective indices 
of psychopathology, such as DSM-III-R diagnosis and 
presence of psychopathology in first degree relatives, 
should be a priority. Standardized rating scales such as 
the DASH might be used in conjunction with factor analytic 
techniques to continue to evaluate the suitability of 
current taxonomic systems for disorders in the severely 
handicapped. Researchers may wish to more directly compare 
the relative prevalence of disorders in individuals with 
severe vs. mild intellectual impairments. This goal could 
be accomplished by including samples of less severely 
impaired individuals in future studies of the DASH. Other 
studies might examine correlations between behavioral 
symptoms and medical disorders, environmental variables, 
and setting variables, with an aim toward better
understanding etiology. Prevalence of medication use as a 
function of behavior disorders might also be evaluated. As 
noted above, further study of the assessment of anxiety 
disorders and schizophrenia are needed. Also, as noted 
above, more research on the etiology, assessment, and 
treatment of eating and sleeping disorders appears 
warranted. Given the present findings, the utility of 
standardized rating scales for studying dual diagnosis and 
behavior disorders in the severely handicapped merits more 
study.
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The Diagnostic Assessment for the Severely Handicapped
1) ftnxietX
1. Trembles or shakes when confronted with certain objects or situations.
2. Runs away or hides from certain objects or situations.
3. Clings to family or staff when confronted with certain objects 
or situations.
4. Cries when confronted with certain objects or situations.
5. Visibly sweats when confronted with certain objects or 
situations.
6. Breathing becomes heavier or faster when confronted with 
certain objects or situations.
7. Becomes agitated or cries when separated from familiar people.
8. Trembles or shakes for no obvious reason.
2) wood disorder - depression
1. Has difficulty getting to sleep.
2. Wakes up freguently during the night.
3. Has difficulty staying awake during the day.
4. Has a large appetite.
5. Has little appetite.
6. Is cranky or irritable.
7. cries easily or cries for no obvious reason.
8. Lacks interest in a favorite activity or object.
9. Responds slowly.
10. Is restless or agitated.
11. Complains about physical disabilities.
12. Complains about mental disabilities.
13. Complains about lack of things to amuse self with or do.
14. Complains about absence of particular individuals.
15. Speech or sound production is slow or lacks emotion.
1. Has decreased need for sleep.
2. Is restless or agitated.
3. Talks loudly.
4. Is extremely happy or cheerful for no obvious reason.
5. Is cranky or irritable.
6. Is easily distracted.
7. Talks quickly.
4) Pervasive developmental -disorder/autism
1. Resists or ignores attempts by others to interact with (her/him).
2. Repeats the same word6 or sounds.
3. Talks about the same subject or concern over and over.
4. Engages in repetitive body movements such as rocking, spinning or 
handflapping.
5. Amuses self with limited set of objects or highly repetitive activities.




1. Hood seems totally unrelated to what is going on around 
(her/him).
2. Stands or sits in bizarre or inappropriate positions.
3. Talks with imaginary people or inanimate objects such as 
televisions or pictures.
4. Sees things that are imaginary.
5. Hears things that are imaginary.
6. Experiences touch or other sensations on (her/his) skin that 
are imaginary.
7. Speech is a jumble of words or ideas that makes little or no 
sense.
6) Stereotvpies/tics
1. Repeats the same words or sounds.
2. Talks about the same subject or concern over and over.
3. Collects or hoards objects.
4. Engages in repetitive body movements such as rocking, spinning, or 
handflapping.
5. Amuses self with limited set of objects or highly repetitive 
-activities.
6. Exhibits a period of sudden motor or vocal activity such as 
twitching, tapping or yelling.
7. Sucks or mouths parts of (her/his) body.
7) Self injurious behaviors
1. Bites self.
2. Bangs head against objects.
3. Hits self.
4. Picks at sores or wounds.
5. Pulls own hair out.
8) Elimination disorders
1. Fails to control bowel movement.
2. Fails to control bladder.
9) Eating disorders
1. Vomits or regurgitates food.
2. Tries to or actually eats objects that are not food such as 
paper, paint chips or toys.
3. Steals food.
4. Quickly consumes a large amount of food in a short period of 
time.
5. Has little appetite.




2. Hakes up crying or screaming.
3. Has difficulty getting to sleep.
4. Wakes up frequently during the night.
5. Has difficulty staying awake during the day.
11) Sexual-disorders
1. Strips off clothing or exposes self in public.
2. Masturbates in public.
3 . Engages in inappropriate touching or fondling of others.
1. Speech^Is^harder2to understand.
2. Forgets words or uses words less correctly than before.
3 . Is unable to remember things that (she/he) once knew.
4. is restless or agitated.
5. Responds slowly.
6. Is easily distracted.
7. Does riot respond to a loud or nearby sound.
8. Does not respond to nearby light or movement.
9. Displays rapid change in mood.
13) Impulse control and miscellaneous behavior problems
1. Is impatient when waiting for needs or demands to be met.
2. Hits or pinches other people.
3 . Bites other people.
4. Throws objects at people.
5. Verbally abuses people (for example yelling or shouting).
6. Handles or plays with saliva, nasal mucus or bowel movements.
7. Resists instruction or guidance from family or staff.
8. Exhibits excessive need for attention or approval from others
9. Displays unprovoked temper tantrum or rage.
10. Is easily frustrated by the difficulty of a task.
11. Takes another person's property or belongings.
12. Damages or destroys property.
13. Runs away from supervision.
14. Engages in unprovoked screaming or yelling.
15. Starts a fire.
16. cursing.





DIAGNOSTIC ASSESSMENT FOR THE SEVERELY HANDICAPPED (DASH) SCALE 
(INTERVIEWER VERSION) BACKGROUND INFORMATION 
Do not write on this form. Responses are r r r r r i td  or. the DASH Answer Sheet.
I. Interviewer: 2. Informant:
3. Date of Rating: 4. Facility:
Background Information:
5. Client Name: 6. Date of Birth: 7. Age:
8. Individual’s Race: 1. White 2. Black 3- Hispanic 4. Other
9. Individual’s Sex: I. Male 2. Female
10. Level of Intellectual Functioning (AAMD Criteria): 1. Mild 2. Moderate 3.Severe 4.Profound
II. Intellectual Test Used (list on anrwer sheet): 12. List IQ score on answer sheet:
13. Adaptive Behavior Level: 1. Mild 2. Moderate 3. Severe 4. Profound





4. Confined to bed or wheelchair
5. In coma or semi-conscious
6. Cerebral palsy
7. No physical disability
8. Other (including physical handicaps, misshapen or malformed body parts) (list on answer sheet)
9. None of the above
17. Medical/organic cause of retardation known?
1. Down's Syndrome
2. Other chromosomal or genetic causes (list on answer sheet)
3. Damage due to infection such as menengitis or encephalitis
4. Injury or head trauma
5. Oxygen insufficiency at or around time of birth
6. Other (list on answer sheet)
7. None of the above
18. Known severe health problems?
1. Yes 2. No
If yes, specify on answer sheet
19. Any life threatening or potentially life threatening condition?
1. Yes 2. No
If yes, specify on answer sheet
20. Does the individual have any first degree relatives (parents, brothers, sisters, children) with mental retardation?
1. Yes 2. No 3. Unknown





4. Other (list on answer sheet)





5. Mental health professional with 
Master's or Doctoral training
6. Other (list on answer sheet)
23. Length of time informant has known individual
1. 1 month or lets
2. 2 to 6 months
3. 7 to 12 months
4. 13 months to 5 yean
5. More than 5 yean
24. How much contact does informant have on a 
daily basis with this individual?
1. More than 12 hre
2. 7 to 12 hours
3. 2 to 6 hours
4. 1 hour or less




4. Other (list on answer sheet)
26. What is the ratio of this individual to 
caretaken in this setting?
1. l-iadividual with mental retardation 
to 1 caretaker
2. 1 individual with mental retardation 
to 1 caretaker
3. 2 to 5 individuals with mental 
retardation to 1 caretaker
4. 6 to 10 individuals with mental retardation 
to I caretaker
5. More than 10 individuals with mental 
retardation to 1 caretaker
27. How long has the individual functioned in this setting?
1. 1 month or less
2. 2 to 6 months
3. 7 to 12 months
4. 13 months to S years
5. More than 5 yaais
28. Is this individual on an individualized behavior therapy program?
1. Yes 2. No
29. If  yes, what procedures are currently in effect?
(list all that apply, one per line, on the answer sheet)
1. Differential Reinforcement of Other Behavior (DRO)
2. Differential Reinforcement of Alternate Behavior (DRA)
3. Differential Reinforcement of Incompatible Behavior (DRI)
4. Differential Reinforcement of Low Rates of Behavior (DRL)
5. Behavioral Contracting
6. Token system
7. Other (list on answer sheet)
8. Contingent restraint
9. Restraint fading
10 Contingent water mist
11 Contingent visual screening





17 Other (list on answer sheet)
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30. What is the level of effectiveness of the behavior therapy prog ram?
I. Very ineffective (<20% change from baseline)
2.Ineffective (20 to 40% change improvement from baseline)
3.Moderately effective (40 to 60% improvement from baseline)
4.Effective (60 to 80% improvement from baseline)
5.Very effective (90 to 100% improvement from baseline)
31. Has emergency or crias-interveauon personal restraint been used in the past 2 weeks?
1. Yes 2. No
32. If yes, how frequently within the last 2 weeks?
l.Less than twice
2.2 to 5 times
3.More frequently than 5 times
4.Daily or more frequently
33. Has emergency or crisis>intervention mechanical restraint been used within the past 2 weeks for any reason other 
than surgical or dental restraint?
1. Yes 2. No
34. If yes, how frequently within the last 2 weeks?
1.Less than twice
2.2 to 5 times
3.More frequently than 5 times
4.Daily or more frequently
5. Continuously
35. Does the individual have a psychiatric diagnosis?
1. Yes 2. No
36. List the current psychiatric diagnosis
l.Organic
2. Schizophrenic




7.Other (list on answer sheet)
37. Does this individual receive one or mote psychotropic drugs for behavior management and/or a psychiatric disorder?
1. Yes 2. No





39. Do any immediate family members have a psychiatric diagnosis?
1. Yes 2. No 3. Unknown
APPENDIX C 
FACTORS OF THE DASH
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F actor L n a d i 'ip i , /ttp t’inii/iir.*, Vur/nnce /ic rtm n lrd /n r, 
n u it U n it U ciicriiitioii______________
Factor 1. Emuliniml Lability 
Eigenvalue 4.9/V«rinncc 12%
.GC Exhibits period of audilcn motor n r vocal activity such
an twitching, lapping, yelling
.59 Engages in unprovoked screaming or yelling
.56 Cries easily or for no obvious reason
.5G Cries when ennfrnuleil w ith certain objects nr siliui-
lions
.5-1 Displays unprovoked tem per tan lnun  nr rage
.54 Walu-n up et-ying or arrniuuing
.62 Displays rapid change in mom)
.36 Pulls hair out
Factor 2. Antisocial 
Eigenvalue 2.7/Vnrinnec U.0%
.72 Hits or pinches o ther people
.">7 Damage* nr destroys properly
.Ml llnnlnln hlnlrnri Inn nr giihlniirn from family nr nlnlT
.hi Nlrl|in ufT clothing nr nxpunnn nnlf In public
.hi Huns nwny friim nii|M<rvininn
.Ml Throws nhjorl* nt jtnoplo
.40 M asturbates in public
.3S Bites other people
Fnrlnr 2. l<niignnge Disorder 
ISIgnnvaluu 2.4/Vnrlnueo h.H%
.00 Talks loudly
■Phi T n lk s  nbnllL nninn u lijm 'l n r  a-oneem  n v n r  mill n v n r
.■Ml 'i'ullin •(•ilcKt.y
,h0 Vurbiilly iibnsu* (ample (fur example yelling nr shunt­
ing)
.50 Curses
.47 Speech Is it jum ble of w onls or ideas th a t make little
or no sense
.44 Cuinplnins ubnut nlisence nf pnrliculnr inilivitlunl
.-II 'I'nlkn w ith  Im a g in a ry  is s ip ln  n r  lin in ln iiitn  nltjia-ln n iirh
as televisions or pictures 
Factor 4. Social Withrirnwnl/Stercot.vp.v 
Eigenvalue 2.11/Variance u.5%
.112 lteslstn o r ignore* attem pts by others to internet with
him/her
.50 Mood socms In tally nnrt*lab*d to what is gning on nrmmd
hlui/hnr
.50 Amuses self with a limited se t of objects o r highly
m jM tltlivii noliv ition  
.411 Is nuslly . I In l ia r  IihI
.47 ltt*|mitts siinii- words nr Hniiiuls
.41) Spt'ochhuuind production is nlmv nr lacks emotion
•4h l.ugngon III n*|H*ttLlv«- Issly innvniiiuutn such an nick­
ing, spinning, o r hnmlflupping 
.30 Res|Mimls slowly
Factor k. Mating Dlsniilur 
Eigenvalue 1.11/Variance 4.11%
.75 Quickly eunnuines large amount of fond In u short |>e*
rind of Mine 
.70 Has n large appetite
.57  C h o k e s  nil fnnd/ltcruuu-M nm-Ii la*ennao she/in* e a ts  l is t
b u t
.48 Vomits nr regurgita tes fowl
.-111 In ■•xLrmnidy h a p p y  n r  r lin n rfu l fn r nn  nlivintin  m aso n
.45 Trcmbles nr shakes for nn nbvintis reason
F n r lo r  II. S loop D iso rd e r
Eigenvalue I. H I Variance -l..'i%
.S’l H as doctvani.-d m-«-i1 fu r sleep
,S2 Him d ifficu lty  g e t t in g  tn  s le e p








E C E £ C £ E £ E
Anxietv /B)
4. Clings to family or 
staff when confronted 
with certain objects 
or situations. .82 .77 .24 .79 .75 •19 .90 .88 .17
15. Runs away or hides 
from certain objects 
or situations. .84 .80 .19 .81 .73 .30 .86 .85 .09
26. Cries when confronted 
with certain objects 
or situations. .88 .82 .31 .85 .74 .43 .89 .85 .28
36. Becomes agitated or 
cries when separated 
from familiar people. ■ .93 .93 -.03 .90 .88 .18 .96 .96 -.01
64. Trembles or shakes for 
no obvious reason. .94 .91 .41 .93 .89 .35 .96 .96 -.01
68. Breathing becomes
heavier or faster when 
confronted with certain 
objects or situations. .83 .82 .08 .86 .80 .31 .94 .95 -.02
72. Trembles or shakes 
when confronted with 
certain objects or 
situations. .88 .86 .13 .89 .82 .37 .96 .93 .38
75. Visibly sweats when
confronted with certain 
objects or situations. .97 na na .97 na na 100 na na




.99 na na .99 na na 100 na na
9. *Is restless or agitated. .67 .41 .44 .68 .42 .45 .82 .58 .58
14.*Has difficulty staying 
awake during the day. .70 .59 .26 .68 .59 .24 .89 .88 .28
18.*Has little appetite. .92 .85 .47 .92 .84 .47 100 na na
19.*Wakes up frequently 
during the night. .93 .88 .42 .90 .87 .26 .99 .93 .80
25. Complains about lack
of things to amuse self 
with or do. .97 .97 -.01 .96 .96 -.01 .96 .96 -.01
27.*ls cranky or irritable. .94 .91 .41 .68 .57 .26 .86 .73 .49
35. Speech or sound 
production is slow 
or lacks emotion. .95 .83 .67 .95 .85 .64 .96 .96 -.01
40.*Has difficulty getting 
to sleep. .93 .88 .42 .92 .87 .37 .95 .89 .48
49. Has a large appetite. .68 .48 .40 .67 .51 .32 .93 .91 .25





E c £ E £ K E c £
Mood disorder - deoression 
58. Lacks interest in a 
favorite activity or 
object. .90 .74 .63 .90 .88 .18 .99 na na
71. Complains about
physical disabilities. .93 .92 .14 .92 .91 .11 .97 .97 -.01
73. Complains about
absence of particular 
individuals. .94 .95 -.02 .93 .93 -.02 .97 na na
81. Cries easily or cries 
for no obvious reason. .86 .77 .40 .85 .72 .45 .89 .87 .15
Mood disorder - mania f71 
9. *Is restless or agitated. .67 .41 .44 .68 .42 .45 .82 .58 .58
16. Has decreased need 
for sleep. .97 .95 .49 .94 .92 .32 .97 na na
27.*Is cranky or irritable. .94 .91 .41 .68 .57 .26 .86 .73 .49
39.*Is easily distracted. .77 .59 .43 .77 .59 .43 .85 .77 .34
48. Is extremely happy or 
cheerful for no 
obvious reason. .75 .50 .51 .63 .50 .24 .97 .96 .33
63. Talks loudly. .86 .81 .28 .92 .80 .58 .89 .87 .15




limited set of objects 
or highly repetitive 
activities. .67 .46 .40 .82 .48 .67 .90 .79 .53
23. Resists or ignores 
attempts by others to 
interact with (her/him). .97 .87 .79 .66 .49 .33 .75 .72 .13
32.*Engages in repetitive 
body movements such as 
rocking, spinning or 
handflapping. .75 .50 .51 .77 .50 .53 .88 .72 .56
33. Becomes upset with 
changes in routine 
or surroundings. .77 .56 .47 .77 .70 .22 .82 .80 .11
42.*Repeats the same words 
or sounds. .86 .77 .40 .77 .56 .47 .86 .87 -.06
50.*Talks about the same 
subject or concern over 
and over.












7. Mood seems totally 
unrelated to what 
is going on around 
(her/him). .59
10. Talks with imaginary 
people or inanimate 
objects such as 
televisions or pictures. .93 
61. Speech i6 a jumble of 
words or ideas that 
makes little or no 
sense. .89
65. Hears things that 
are imaginary. .97
66. Stands or sits in 
bizarre or
inappropriate positions.
67. Experiences touch or 
other sensations on 
(her/his) skin that
are imaginary. 100 na na
69. Sees things that
are imaginary. .98 na na
Stereotypies/tics (7)
22.*Amuses self with
limited set of objects 
or highly repetitive
activities. .67 .46 .40
29. Collects or hoards
objects. .89 .78 .51
32.*Engages in repetitive 
body movements such as 
rocking, spinning, or 
handflapping. .75 .50 .51
37. Exhibits a period of 
sudden motor or vocal 
activity such as 
twitching, tapping
or yelling. .64 .53 .24
42.*Repeats the same
words or sounds. .86 .77 .40
50.*Talks about the same 
subject or concern
over and over. .85 .69 .51
78. Sucks or mouths parts


























































£ C E E £ E £ £ E
Self-iniurious behaviors f5) 
2. Bangs head against 
objects. .86 .73 .48 .89 .72 .61 .88 .85 .49
20. Hits self. .81 .67 .41 .85 .63 .60 .88 .75 .50
55. Picks at sores or 
wounds. .83 .72 .41 .85 .69 .50 .85 .73 .44
62. Bites self. .85 .71 .48 .89 .68 .65 .85 .80 .22
82. Pulls own hair out. .94 .95 -.01 .94 .92 •31 .96 .96 -.01
Elimination .disorders (2) 
34. Fails to control 
bowel movement. .56 .56 .69 .85 .55 .66 .81 .76 .19
79. Fails to control 
bladder. .82 .49 .64 .79 .51 .58 .75 .66 .26
8. Steals food. .82 .68 .44 .81 .65 .44 .86 .78 .37
18.*Has little appetite. .92 .85 .47 .92 .84 .47 100 na na
38. Quickly consumes a 
large amount of food 
in a short period of 
time. .77 .58 .45 .82 .58 .57 .86 .73 .48
59. Chokes on food or
becomes sick because 
(she/he) eats too fast. .88 .88 -.04 .96 .89 .61 .97 .95 .49
£0. Vomits or
regurgitates food. .96 .84 .73 .97 .87 .79 .96 .92 .48
76. Tries to or actually 
eats objects that are 
not food such as paper, 




the day. .70 .59 .26 .68 .59 .24 .89 .88 .28
19.*Wakes up frequently
during the night. .93 .88 .42 .90 .67 .26 .99 .93 .80
40.*Has difficulty
getting to sleep. .93 .88 .42 .92 .87 .37 .95 .89 .48
41. Sleepwalks. 100 na na 100 na na 100 na na
80. Hakes up crying or





£ £ £ E £ £ E £ £
Sexual disorders (3)
3. Strips off clothing 
or exposes self 
in public. .88 .76 .56 .88 .76 .49 .86 .78 .38
28. Engages in inappropriate 
touching or fondling 
of others. .84 .79 .23 .84 .75 .36 .89 .85 .28
47. Masturbates in public. .83 .76 .50 .88 .72 .56 .86 .79 .34
Oraanic svndromes f91 
9. *ls restless or agitated. .67 .41 .44 .68 .42 .45 .82 .58 .58
11. Does not respond to 
nearby light or 
movement. .89 .81 .42 .92 .83 .53 .97 na na
17. Does not respond to a 
loud or nearby sound. .89 .89 -.03 .89 .90 -.05 .97 na na
39.*Is easily distracted. .77 .59 .43 .77 .59 .43 .85 .77 .34
45. Speech is harder 
to understand. .86 .87 -.05 .86 .87 -.06 .97 .97 -.06
46. 16 unable to remember 
.things that (she/he) 
once knew. .94 .89 .48 .90 .88 .20 .97 na na
52. Forgets words or useB 
words less correctly 
than before. .96 .96 -.01 .97 .97 -.01 .99 na na
54.*Responds slowly. .86 .77 .40 .85 .72 .45 .89 .87 .15
77. Displays rapid 
change in mood. .75 .62 .34 .67 .61 .15 .79 .74 .19
Impulse control and 
miscellaneous behavior 
problems (16)
1. Hits or pinches 
other people. .99 .93 .79 .93 .81 .63 .64 .60 .12
5. Exhibits excessive 
need for attention 
or approval from 
others. .78 .63 .40 .81 .64 .47 .88 .77 .46
12. Is impatient when 
waiting for needs 
or demands to be met. .67 .41 .44 .67 .48 .37 .77 .58 .44
13. Throws objects 
at people. .86 .78 .38 .86 .73 .48 .89 .80 .46
21. Displays unprovoked
temper tantrum or rage. .45 .89 .48 .68 .53 .33 .77 .63 .37
24. Runs away from 













30. Takes another person's
property or belongings. .75 .76 -.04 .77 .72 .17 .79 .81 -.09
31. Resists instruction 
or guidance from 
family or staff. .64 .45 .34 .67 .46 .39 .81 .58 .54
43. Deunages or destroys 
property. .86 .72 .50 .88 .68 .61 .87 .77 .47
44. Starts a fire. 100 na na 100 na na 100 na na
51. Engages in unprovoked
screaming or yelling. .71 .60 .28 .75 .59 .40 .76 .71 .19
53. Handles or plays 
with saliva, nasal 
mucus or bowel 
movements. .68 .83 .18 .89 .61 .42 .89 .89 -.05
56. Verbally abuses 
people (for example 
yelling or shouting). .93 .88 .42 .93 .86 .51 .94 .91 .41
57. Bites other people. .96 .92 .48 .93 .81 .63 .99 .93 .79
74. Is easily frustrated 
by the difficulty of 
a task. .71 .66 .14 .69 .66 .10 .78 .77 .03
83. Cursing. .85 .73 .44 .88 .69 .59 .94 .85 .64
caption: Interrater reliability for DASH items. P-Percent
agreement. OChance agreement. K»Kappa.
indicates presence of an item in more than one 









E £ £ E £ £ £ £ £
Anxietv (8)
4. Clings to family or 
staff when confronted 
with certain objects 
or situations. .81 na na .81 na na .94 na na
15. Runs away or hides 
from certain objects 
or situations. 100 na na 100 na na 100 na na
26. Cries when confronted 
with certain objects 
or situations. .94 .83 .64 .88 .82 .29 .88 .82 .31
36. Becomes agitated or 
cries when separated 
from familiar people. .75 .71 .15 .75 .63 .32 .88 .77 .45
64. Trembles or shakes for 
no obvious reason. .88 .89 -.06 .82 .83 -.04 100 na na
68. Breathing becomes
heavier or faster when 
confronted with certain 
objects or situations. .94 .84 .64 .88 .79 .45 100 na na
72. Trembles or shakes 
when confronted with 
certain objects or 
situations. .82 .83 -.08 .76 .78 .08 100 na na
75. Visibly sweats when
confronted with certain 
objects or situations. 100 .89 1.0 100 .89 1.0 100 na na




100 na na 100 na na 100 na na
9. *ls restless or agitated. .63 .35 .41 .56 .37 .30 .63 .59 .09
14.*Has difficulty staying 
awake during the day. .88 .46 .77 .69 .46 .42 .81 .83 -.09
18.*Has little appetite. .75 .41 .58 .75 .61 .24 .94 .83 .64
19.*Wakes up frequently 
during the night. .69 .55 .30 .81 .56 .56 .69 .65 .10
25. Complains about lack 
of things to amuse self 
with or do. 100 na na 100 na na 100 na na
27.*Is cranky or irritable. .69 .37 .51 .75 .38 .60 .56 .48 .16
35. Speech or sound 
production is slow 
or lacks emotion. .93 .73 .77 .94 .73 .76 100 na na
40.*Has difficulty getting 
to sleep. .94 na na .88 na na .94 na na
49. Has a large appetite. .76 .54 .49 .76 .54 .49 100 .89 1.0





£ £ £ £ £ £ £ £ £
Mood disorder - depression 
58. Lacks interest in a 





absence of particular 
individuals.
81. Cries easily or cries 
for no obvious reason.
Mood disorder - mania (7)
9. *Is restless or agitated.
16. Has decreased need 
for sleep.
27.*is cranky or irritable.
39.*Is easily distracted.
48. Is extremely happy or 






22.‘Amuses self with 
limited set of objects 
or highly repetitive 
activities.
23. Resists or ignores 
attempts by others to 
interact with (her/him).
32.*Engagas in repetitive 
body movements such as 
rocking, spinning or 
handflapping.
33. Becomes upset with 
changes in routine 
or surroundings.
42.*Repeats the same words 
or sounds.
50.*Talks about the same 
subject or concern over 
and over.
.88 .70 .61 GOCO• .89 -.03 .88 .89 -.03
.94 na na 100 na na 100 na na
.94 .89 .49 100 .89 1.0 .94 na na
.94 na na .94 na na 100 na na
.63 .35 .41 .56 .37 .30 .63 .59 .09
.94 na na .94 .82 .64 .94 na na
.69 .37 .51 .75 .38 .60 .56 .48 .16
.75 .55 .44 .81 .57 .57 .88 .88 -.07
.71 .53 .37 .71 .52 .39 .94 na na
.76 .74 .10 .82 .75 .30 100 na na
.94 .89 .49 100 .89 1.0 100 na na
.69 .52 .36 .69 .53 .33 .94 na na
.82 .47 .64 .81 .45 .66 .88 .61 .68
.75 .41 .58 .81 .45 .66 100 .88 1.0
.81 .57 .57 .63 .51 .24 .81 .63 .49
.81 .55 .58 .81 .57 .56 .94 na na





£  £  £  E £  £  £  £  £
Schizophrenia (7)
7. Mood seems totally 
unrelated to what 
is going on around
(her/him). .69 .59 .23 .75 .57 .41 .81 na na
10. Talks with imaginary 
people or inanimate 
objects such as
televisions or pictures. 100 na na 100 na na 100 na na
61. speech is a jumble of 
words or ideas that 
makes little or no
sense. .88 .70 .60 .88 .70 .61 100 na na
65. Hears things that
are imaginary. 100 na na 100 na na 100 na na
66. Stands or sits in 
bizarre or
inappropriate positions. .82 .58 .58 .82 .60 .56 loo .89 1.0
67. Experiences touch or 
other sensations on 
•(her/his) skin that
are imaginary. 100 na na 100 na na 100 na na
69. Sees things that
are imaginary. 100 na na 100 na na 100 na na
Stereotypies/tics (7)
22.‘Amuses self with
limited set of objects 
or highly repetitive
activities. .69 .52 .36 .69 .53 .33 .94 na na
29. Collects or hoards
objects. .81 .84 .60 .94 .53 .87 .94 na na
32.*Engagas in repetitive 
body movements such as 
rocking, spinning, or
handflapping. .75 .41 .58 .81 .45 .66 100 .88 1.0
37. Exhibits a period of 
sudden motor or vocal 
activity such as 
twitching, tapping
or yelling. .69 .63 .15 .75 .63 .32 .88 .77 .45
42.*Repeats the same
words or sounds. .81 .55 .58 .81 .57 .56 .93 na na
50.‘Talks about the same 
subject or concern
over and over. .88 .60 .70 .88 .61 .70 100 na na
78. Sucks or souths parts
of (her/his) body. .82 .78 .20 .82 .79 .18 100 na na
i z i
APPENDIX E
Test-Retest.. Re1 labi 1 itv/Items
Frequency Duration Severity
E £ E E £ E E £ E
self-iniurious behaviors f51 
2. Bangs head against 
oblects. .88 .82 .30 .94 .77 .72 .94 .89 .48
20. Hits self. .88 .64 .66 .94 .66 .82 .94 .77 .72
55. Picks at sores or 
wounds. .77 .65 .33 .82 .61 .55 .88 .70 .61
62. Bites self. .82 .61 .55 100 .64 1.0 .94 .69 .81
82. Pulls own hair out. 100 na na 100 na na 100 na na
Elimination disorders f21 
34. Fails to control 
bowel movement. .69 .38 .50 .81 .44 .66 .69 .64 .12
79. Fails to control 
bladder. .88 .41 .80 .82 .44 .69 .82 .75 .30
Eatina disorders 16) 
8. Steals food. .69 .61 .20 .63 .49 .26 .88 .78 .43
IB.*Has little appetite. .75 .41 .58 .75 .67 .24 .94 .83 .64
38. Quickly consumes a 
large amount of food 
in a short period of 
time. .81 .68 .42 .56 .59 -.07 CO• .76 .21
59. Chokes on food or 
becomes sick because 
(she/he) eats too fast. 100 na na .82 .74 .33 100 na na
60. Vomits or
regurgitates food. .88 .79 .43 .82 .78 .17 100 na na
76. Tries to or actually 
eats objects that are 
not food such as paper, 




the day. .88 .46 .77 .69 .46 .42 .81 .63 -.09
19.*Wakes up frequently
during the night. .69 .55 .30 .81 .56 .56 .69 .65 .10
40.*Has difficulty
getting to sleep. .9 4 na na .88 na na .94 na na
41. Sleepwalks. 100 na na 100 na na 100 na na
80. Hakes up crying or





E £  £  E £  £
Sexual disorders (3)
3. Strips off clothing 
or exposes self
in public. .81 .71 .35 .88 .68 .61
28. Engages in inappropriate
touching or fondling 
of others.
47. Masturbates in public.
Organic syndromes (9)
9. *Is restless or agitated.
11. Does not respond to 
nearby light or 
Movement.
17. Does not respond to a 
loud or nearby sound.
39.*Is easily distracted.
45. Speech is harder 
to understand.
46. Is unable to remember 
things that (she/he) 
once knew.
52. Forgets words or uses 
words less correctly 
than before.
54."Responds slowly.




1. Hits or pinches 
other people.
5. Exhibits excessive 
need for attention 
or approval from 
others.
12. Is impatient when 
waiting for needs
or demands to be met.
13. Throws objects 
at people.
21. Displays unprovoked
temper tantrum or rage.
24. Runs away from 
supervision.
.88 .67 .62 .88 .67 .62
.82 .72 .35 .82 .73 .35
.63 .35 .41 .56 .37 .30
.75 .59 .39 .88 .61 .68
.75 .66 .26 .75 .66 .26
.75 .55 .44 .81 .57 .57
.88 .70 .61 .88 .70 .61
.94 na na .94 na na
100 na na 100 na na
.71 .37 .54 .71 .43 .48
.76 .74 .10 .76 .69 .24
.75 .46 .54 .75 .46 .53
.69 .59 .24 .75 .60 .39
.81 .50 .63 .88 .50 .75
100 na na 100 na
.69 .68 .02 .75 .72 .11









































30. Takes another person's 
property or belongings.
31. Resists instruction 
or guidance from 
family or staff.
43. Damages or destroys 
property.
44. starts a fire.
51. Engages in unprovoked 
screaming or yelling.
53. Handles or plays 
with saliva, nasal 
mucus or bowel 
movements.
56. Verbally abuses 
people (for example 
yelling or shouting).
57. Bites other people.
74. Is easily frustrated
by the difficulty of 
a task.
8). Cursing.
.69 .55 .30 .81 .45 .66













.82 .65 .50 .76 .61 .41

























Caption: Test-retest reliability for DASH items. P-Percent
agreement. C“Chance agreement. KHKappa.
indicates presence of an item in more than one 



























PREVALENCE OF BEHAVIORAL SYMPTOMS
1 2 4
APPENDIX F 
Prevalence of Behavioral Symptoms
Behavior
Anxiety (8)
64. Trembles or shakes for 
no obvious reason.
75. Visibly sweats when
confronted with certain 
objects or situations.
Mood disorder - depression (15)
6. Complains about
mental disabilities.
9. *Is restless or agitated.
18.*Has little appetite.
19.*Wakes up frequently 
during the night.
27.*Is cranky or irritable.
35. Speech or sound
production is slow 
cr lacks emotion.
40.*Has difficulty getting 
to sleep.
49. Has a large appetite.
54.*Responds slowly.
58. Lacks interest in a 
favorite activity or 
object.
81. Cries easily or cries 
for no obvious reason.
Mood disorder - mania (7)
9. *Is restless or agitated.
16. Has decreased need 
for sleep.
27.*ls cranky or irritable.
39.*Is easily distracted.
48. Is extremely happy or 



























22.*Amuses self with 
limited set of objects 
or highly repetitive
activities. 33.9%
23. Resists or ignores 
attempts by others to
interact with (her/him). 37.5%
32.*Engages in repetitive 
body movements such as 
rocking, spinning or
handflapping. 37.2%
33. Becomes upset with 
changes in routine
or surroundings. 20.8%
42.*Repeats the same words
or sounds. 29.9%
50.*Talks about the same
subject or concern over
and over. 20.5%
Schisophrenic (7)
67. Experiences touch or 
other sensations on 
(her/his) skin that
are imaginary. 1.1%




limited set of objects 
or highly repetitive
activities. 33.9%
29. Collects or hoards
objects. 15.0%
32.*Engages in repetitive 




words or sounds. 29.9%
50.*Talks about the same 
subject or concern
over and over. 20.5%
78. Sucks or mouths parts




2. Bangs head against
objects. 11.9%
20. Hits self. 20.5%
55. Picks at sores or
wounds. 11.1%
62. Bites self. 14.4%
Elimination disorders (2)
34. Fails to control
bowel movement. 24.3%
79. Fails to control
bladder. 32.2%
Eating disorders (6)
8. Steals food. 14.9%
18.*Has little appetite. 7.1%
38. Quickly consumes a
large amount of food 




76. Tries to or actually 
eats objects that are 
not food such as paper,
paint chips or toys. 8.1%
Sleep.,aigffir-flera (5)
19.*Wakes up frequently
during the night. 6.8%
40.*Has difficulty
getting to sleep. 5.3%
41. Sleepwalks. .2%
80. Wakes up crying or
screaming. 4.1%
sexual disorders (3)
3. Strips off clothing 
or exposes self
in public. 11.7%




9. *Is restless or agitated. 37.8%
11. Does not respond to 
nearby light or
movement. 11.9%
39.*Is easily distracted. 27.8%




Impulse control and 
miscellaneous behavior 
problems (16)
1. Hits or pinches
other people. 32.5%
5. Exhibits excessive
need for attention 
or approval from
others. 24.2%
12. Is impatient when 
waiting for needs
or demands to be met. 34.3%
21. Displays unprovoked
temper tantrum or rage. 29.0%
43. Damages or destroys
property. 12.0%
44. Starts a fire. .2%
56. Verbally abuses 
people (for example
yelling or shouting). 14.7%
57. Bites other people. 6.1%
83. Cursing. 16.3%
Table Caption: Prevalence of behavioral symptoms in subject
sample. Percentage values are based on frequency data 
for each item. Items are listed according to subscale.
indicates presence of an item in more than one 
subscale. Number of items per subscale are noted 
in parentheses. Prevalence rates were calculated 
only for items with adequate interrater reliability, 
defined here as items with a kappa value of .4 or 
greater on the frequency scoring dimension.
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